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examines the efforts to confront and reduce the high level of new HIV 
infections among young people. 

Taking a multi-dimensional approach to prevention, the contributors 
discuss the many challenges facing these efforts, in view of the slow progress 
in curbing the incidence of HIV among young people, focusing particularly 
on the structural and social drivers of HIV. Through an examination of 
these issues, chapters in this book provide valuable insights on how to 
mitigate HIV risk among young people and what can be regarded as the 
catalysts to mounting credible policy and programmatic responses required 
to achieve epidemic control in the region. The contributors draw on 
examples from a range of primary and secondary data sources to illustrate 
promising practices and challenges in HIV prevention, demonstrating links 
between conceptual approaches to prevention and lessons learnt from 
implementation projects in the region. 

Bringing together social scientists and public health experts who are 
actively engaged in finding effective solutions, the book discusses which 
interventions work, why they work and the limitations and gaps in our 
knowledge to curb the epidemic among young people. As such it is an 
important read for researchers focusing on HIV/AIDS and public health. 
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Foreword 


Around the world, young people bear the brunt of new HIV infections. 
Yet it is this particular population who also face challenges and barriers to 
accessing the services and programs they need in order to protect them- 
selves. These barriers, real and perceived exist in the form of prejudicial 
and discriminatory attitudes among health care workers, criminalising laws, 
constrained policies, inefficient and unwieldy health systems and unfriendly 
clinics and services. Many would say we have failed young people all over 
the world and contributed to a sense of poor wellbeing and unsatisfactory 
health outcomes. We are also beginning to see a change where not only 
young people have found their voice but also there is increased recogni- 
tion of the urgent need to intervene. However, there is still much to be 
done. This book written by a stellar collaboration of authors from a diverse 
number of research and implementation organisations, agencies and inter- 
est groups provides an excellent road map of how to go about this, at least 
in the Eastern Southern African region where the HIV epidemic has been 
rampant. It comes at a critical time in the HIV epidemic history- charged 
with an ambitious set of goals from UNAIDS to be met by 2030 in order 
to see an end to AIDS. It is also clear that unless we make headway in the 
groups of young people around the world, those goals will be missed. 

The edited volume is structured, in its first section, to bring the reader up 
to date on where we are with HIV and young people in Eastern and South- 
ern Africa and what some of the proposed and known reasons for this are. 
In the second part of the volume, the gears shift to possible interventions: 
we are introduced to what has been shown to work, what may be tried and 
where the knowledge gaps remain. Whilst the focus is understandably on 
young women and girls for sound epidemiologic reasons, the book does 
also cover the very important topics of young men and adolescent boys 
and those groups of young people who are at particularly high risk of HIV 
acquisition yet face some of the greatest barriers to tailored services; namely 
young men and transgender women who have sex with men, young people 
who sell sex and young people who use and inject drugs. We should also 
see how we can apply these ideas and lessons to young detainees, migrants 
and other marginalised young people. In addition, whilst HIV is the main 
theme, the authors collectively recognise the value of integrated service 
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delivery for youth including other health priorities such as sexual, repro- 
ductive and mental health components. The writing is succinct and well 
referenced with an easily accessed reference section after each chapter. 

I highly recommend this book for implementers, researchers, policy 
makers and all who are concerned about the state and wellbeing of 
young people. As is pointed out, there are applicable lessons in the era of 
COVID19 and to other areas of health. Failing to address the plight and 
needs of young people will certainly mean a prolongation of the HIV epi- 
demic but more importantly, will also mean a missed opportunity to invest 
in the health of young people today, who after all are the adults of tomor- 
row and the parents of the world’s next generation. 


Professor Linda-Gail Bekker 

Professor of Medicine and the Director of the Desmond Tutu HIV 
Centre, University of Cape Town, South Africa 

Past president of the International AIDS Society (2016-2018) 
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Introduction 


In Eastern and Southern Africa (ESA), the region most affected by HIV, 
progress on the prevention of HIV transmission still remains far too slow 
with young people,’ particularly among adolescent girls and young women 
who account for the majority of all new HIV infections. The data paints an 
unmistakable picture. Three in five new infections in 2019 were among 
women, and the incidence of HIV infections among adolescent girls and 
young women (aged 15-24 years) is inordinately high: they are 2.5 times 
more likely than their male peers to be infected and, in some countries in 
the region, the disparities in this age cohort is even greater (UNAIDS, 2020). 
Furthermore, the demographic trend of a ‘youth bulge’ (UNAIDSa, 2018) 
in the ESA population, which is associated with changing patterns of fertility, 
mortality and population growth, now threatens to increase the proportion 
of HIV infections among young people. As the overall number of young peo- 
ple grows, more young people are at risk of contracting HIV. In 2019 alone, 
260,000 new HIV infections were recorded among young people aged 15-24 
in the ESA region (UNAIDS, 2020). This negative trend is of concern given 
that progress towards ending AIDS as a public health threat was already off 
track before the coronavirus disease 2019 (COVID-19) outbreak. There are 
already reports from some ESA countries that ‘lockdown’ actions to minimise 
the spread of the severe acute respiratory syndrome coronavirus 2 (SARS- 
CoV-2) have disrupted HIV prevention and treatment services (Jewell et al., 
2020). It is therefore not surprising that the UNAIDS-prescribed prevention 
targets for 2020 are likely to be missed (UNAIDS, 2020). 

Young people are particularly at risk to HIV infection at two stages of their 
lives: very early in the first decade of life when HIV can be transmitted from 
mother to child, and later when they are adolescents and young adults and 
become sexually active. While programmes to prevent mother-to-child trans- 
mission (PMTCT) have been hugely successful in recent years (UNAIDSb, 
2018), reducing new infections among adolescents and young adults has 
been slow and more difficult to achieve. In countries in the ESA region, 
where we have seen generalised HIV epidemics? mainly occurring through 
sexual transmission, the difficulty in reducing risk for acquisition of HIV 
has been very pronounced for this population. On the one hand, there are 
complex physical, psychological and social changes they experience in the 
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transition from childhood to adulthood. On the other hand, they face eco- 
nomic, cultural, social and legal prejudice as they become sexually active; 
for example, cultural inhibitions against sexuality education, discrimination 
from nurses when they seek sexual and reproductive health services, mate- 
rial poverty influencing exploitative sexual relationships and, for adoles- 
cents of different gender and sexual orientations, social and legal stigma. 

Therefore, the psychosocial, cultural, economic, and legal and policy 
challenges we face in reducing the number of new sexually acquired HIV 
infections are complex and interacting, and poses substantial barriers in 
reducing risky behaviour. 

This edited volume has assembled an array of contributions from diverse 
and knowledgeable academics, programme implementers and policy 
experts in the field to record the current state of efforts to confront and 
reduce the high level of HIV infections among young people in ESA. 


Purpose of this book 


The chapters that make up this volume discuss the diverse psychosocial 
and structural factors that drive the sexual transmission of HIV in the ESA 
region and assess interventions for preventing HIV among adolescents and 
young people. The volume draws on a systematic appraisal and analysis of 
research, programmes and policy interventions in ESA settings, with criü- 
cal insights on *what works' in preventing the sexual transmission of HIV, 
while also acknowledging our gaps in knowledge on the implementation 
of interventions. The volume also draws on insights from our contribu- 
tors on potentially innovative developments to inform useful and credible 
approaches to HIV prevention. 

The book brings together mainly social scientists, HIV programmers and 
policy experts who are actively engaged in finding effective solutions. Col- 
lectively, the chapters discuss the complex and dynamic pathways to HIV 
risk, HIV prevention interventions that work, why they work and the limita- 
tions in our knowledge on how to curb the epidemic among young people. 

This edited collection of writings, more specifically, provides a critical 
situational assessment of current psychosocial and structural developments 
in the field in preventing HIV. In this volume, we view the drivers of HIV 
transmission as the many and diverse biological, psychological, behav- 
ioural, interpersonal and societal factors which increase the risk of sexual 
transmission of HIV in any particular setting. While many chapters in this 
volume focus on HIV as primarily a sexually transmitted disease, they do 
so in ways that link sexual practices and psychosocial driven behaviours to 
the broader social, economic, legal, political and institutional factors which 
increase or decrease the risk of HIV infection (Auerbach, Parkhurst, and 
Cáceres, 2011). 

The contributors to this volume are collectively driven by the concern that 
HIV infections in ESA are not going down fast enough, and that our global 
commitment to ending AIDS as a public threat by 2030 will not be achieved 
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(UNAIDS, 2020); the recent COVID-19 pandemic has only further slowed 
progress. Though this book was compiled prior to the advent of COVID-19, 
the recent pandemic has pushed the HIV response towards a critical junc- 
ture, both in terms of its immediate trajectory and its sustainability, as well 
as its place in the new global and development agenda. The unprecedented 
efforts to respond to the global health emergency of COVID-19 has high- 
lighted the benefits on ensuring the continuity of HIV programming 
because previous disease outbreaks in ESA have demonstrated that when 
health systems are overwhelmed, deaths from vaccine-preventable diseases 
(e.g. tuberculosis) and preventable and treatable conditions like HIV tend 
to increase (Govender et al., 2020). 

There are opportunities for tackling both the HIV and COVID-19 pandem- 
ics, yet this also occurs alongside already growing global concerns of stagnat- 
ing HIV funding and other competing health priorities (e.g. the increasing 
prevalence of non communicable diseases such as cancer, diabetes, chronic 
respiratory illnesses and cardiovascular diseases), with existing and limited 
resources meant to cover multiple health concerns. The various contribu- 
tions of authors to the volume are as pertinent as ever in this context. 


Outline of the book 


Collectively, the different chapters confront the challenge to reduce new 
HIV infections in communities, nations and states in ESA amidst the rapid 
growth in the population of young people. The book divides the contribu- 
tions into two parts. 

Part I opens with a ‘setting the scene’ chapter on the background to 
the state of the HIV pandemic among young people in ESA. Subsequent 
chapters cover theoretical and conceptual approaches for understanding 
the high risk of HIV infection among young people, the form and extent of 
HIV policy and programmes, and the ethical-legal complexities of involv- 
ing adolescents in research to understand and find answers to improve HIV 
prevention interventions. 

Part II considers evidence for, and challenges in, addressing the social 
and structural drivers of HIV among the young people, the plight of young 
members of key populations who face stigma and discrimination, social 
protection interventions and opportunities for engaging adolescent boys 
and young men in HIV research and prevention programming. 

In Chapter 1, Govender and colleagues describe the epidemiology of 
HIV among young people in the ESA region. Current epidemiological data 
is used to outline the trajectory of new infections and numbers of people 
living with HIV and the mortality rates among young people. The chapter 
describes the heterogeneity of the HIV epidemic in terms of the differences 
in HIV data by age, gender and country, gaps in the HIV data and current 
information on the extent of human rights violations in ESA countries. The 
chapter makes the point that a lack of precise and context-specific data is 
an obstacle to HIV prevention programming. 


4 Introduction 


Chapter 2 is a largely theoretical chapter, in which Cowden and colleagues 
consider psychosocial and development perspectives that accompany the 
transition from childhood to young adulthood. The authors signal the 
onset of puberty as a key marker for the psychological and social changes 
that occur during adolescence, as well as mechanisms at an ecological level 
that influence pathways to sexual health risks and HIV acquisition. 

The next three chapters analyse different aspects of HIV-related 
policies and programmes. These include developments in HIV pro- 
gramming, recent strategies to leverage HIV-specific data to support 
national-level programming, the complexities inherent in navigating 
ethical-legal issues in HIV research with adolescents and the notion of 
adolescent citizenship in determining access to health services across 
country borders. 

In Chapter 3, Gabelnick and colleagues outline the broad range of 
global and regional actors who have committed political and financial 
resources, and how they have coalesced around a distinct set of poli- 
cies to reduce new infections among adolescent girls and young women. 
Given the nature and scope of policies within which HIV prevention 
programming occurs, the authors also reflect on the challenges of 
implementing HIV programmes at the national level and then offer 
some recommendations for harmonisation of processes and improving 
local accountability. 

In Chapter 4, Armstrong and colleagues discuss a multi-sectoral, country- 
level approach being adopted in the region to generating adolescent- 
specific knowledge to guide HIV programming. The authors outline the 
phased process of the All In assessments and reflect on some of the suc- 
cesses and lessons learnt, including ongoing challenges required to sustain 
in-country programming. These authors signal the importance of drawing 
on local resources ‘to know your epidemic, know your response’. 

In Chapter 5, Strode and Slack base their discussion of ethical and legal 
complexities of undertaking research regarding HIV interventions with 
young people on the conventions of the rights of the child; namely, that 
all children are right bearers and these rights may only be limited in justifi- 
able circumstances. They go on to argue that this principle ought to inform 
research and public health programming for children and young peo- 
ple. The authors also point out that while HIV research with adolescents 
requires navigating legal-ethical complexities, it is necessary and indeed 
possible to conduct ethically sound research among this population. 

In Chapter 6, Šehović adopts the analytical lens of human security to focus 
on the unique challenges of adolescent populations as these relate to HIV 
prevention and treatment access. The chapter pays special heed to the role 
of citizenship, adolescent vulnerability and HIV. By invoking the human 
security paradigm, this chapter questions traditional approaches to HIV 
programming, which framed HIV as a threat to state security, and explores 
HIV intervention possibilities, which place the welfare of individuals and 
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their circumstances at the centre of the analysis. Suggestions are put for 
ward on how to protect vulnerable populations beyond country borders. 

Chapters in Part II assess the evidence for ‘what works’, lessons learnt 
from HIV prevention programming and the gaps in scientific knowledge. 
Interventions that pay special attention to social and structural drivers of 
HIV and interventions that are responsive to local contextual dynamics and 
population profiles are more likely to be effective. However, HIV preven- 
tion programmes also have to be cost-effective and draw on local partner 
ships for sustainability. There is now growing international evidence and 
a range of local and regional programme experiences which we can draw 
upon to improve our understanding of what constitutes effective HIV pre- 
vention interventions. 

Chapter 7 begins the section, with Gafos and colleagues reviewing inter- 
ventions among young people in ESA which are designed to mitigate social 
and structural drivers of HIV. These social and structural drivers include 
factors such as limited livelihood options, low school attendance and edu- 
cational attainment, poverty and gender inequality. The authors present a 
synthesis of existing evidence on what works to alter structural drivers of 
HIV risk for young people and why this works. They conclude by identifying 
key challenges for scaling up effective interventions. 

In Chapter 8, Freedman and colleagues also focus on structural drivers 
but in relation to members of young key populations. They examine what 
is known about HIV risk and barriers to sexual and reproductive health 
(SRH) services among constituents of young key populations. The authors 
argue that young key populations have particular SRH and HIV risks as 
a result of experiencing considerable social discrimination and stigma in 
addition to the psychosocial challenges of transitioning into adulthood. 
Given the limited body of research with these ‘difficult to access’ and ‘hid- 
den’ populations, the authors point to the multiplicity of pathways towards 
HIV vulnerability and share some insights for future programming. 

Chapter 9 addresses the neglect of adolescent boys and young men in 
HIV prevention interventions. Mantell and colleagues review factors associ- 
ated with HIV risks among adolescent boys and young men, current inter 
ventions and key gaps in research. They assert that while HIV prevalence 
increases rapidly at a later age among young men (mid-twenties) than 
among young women (late teens and early twenties), the social norms that 
contribute to high-risk behaviour among men are formed in the early ado- 
lescent years. Therefore, engaging boys and young men in HIV prevention 
programming during the formative years of young adulthood is a key aspect 
of effective prevention interventions. 

Continuing the same theme, Gittings and colleagues in Chapter 10 adopt 
an in situ approach to working with adolescent boys and young men in HIV 
research. They draw on theoretical concepts such as hegemonic masculini- 
ties, power and identities to unravel the multiple and complex masculinities 
that influence HIV risk and HIV-related health outcomes. The authors lean 
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on their experience of conducting qualitative research with participants 
over a prolonged period of time to show the ingrained nature of masculine 
norms and raise some interestingly conceptual and ethical questions on 
working with young men, including ways to address them. 

In Chapter 11, Zungu and colleagues make the case for expanding social 
protection programmes to mitigate the vulnerabilities of adolescents living 
with HIV, particularly the linkages between poor adherence to treatment 
and sexual risk behaviours in this population. The chapter maps the com- 
plex causal pathways of key interconnected variables and provides recom- 
mendations for interventions whilst acknowledging gaps in the evidence. 

Chapter 12 looks at the case for comprehensive sexuality education 
(CSE). Machawira and colleagues track the evolution of CSE for young peo- 
ple in the ESA region and examine its effectiveness on HIV and SRH health 
outcomes for young people. They conclude that CSE programming can 
contribute to reducing sexual risk behaviours and improving sexual health. 
However, they also point out the key challenges for effective programming, 
notably restrictive legal and policy environments in many ESA countries, 
limited in-country technical capacity and neglect of marginalised popula- 
tions (e.g. out-of-school youth). Prevailing social and cultural norms are 
often seen as a central stumbling block to implementing CSE. 

In Chapter 13, DeSoto and colleagues discuss the implementation of 
a School-Community Accountability for Girls Education programme in 
Uganda to reduce school dropout rates among adolescent girls and young 
women. This programme sought to reduce dropout rates through imple- 
menting a school-community early warning system to identify learners at 
risk of dropping out through peer-led mentoring and family visits. The 
authors present the evaluative findings of the intervention and also some 
lessons learnt during implementation of this community-based project. 

The concluding chapter of the book reviews current understandings of 
what interventions work in mitigating social and structural drivers of HIV 
risk, where the limitations in current interventions are and how the gaps in 
our knowledge on HIV programming can be addressed. We also reflect on 
some key issues in evolving HIV prevention programming for young people 
in the region. 


Notes 


1 WHO (2015) defines people between 10 and 19 years of age as ‘adolescents’ and 
those between 10 and 24 years of age as ‘young people’. It should, however, also 
be noted that adolescence is more than an age range; it represents a collection 
of life transitions that include biological and psychological changes, including 
social role changes. These transition points can occur at different ages for differ- 
ent people and in different contexts. 

2 UNAIDS (2011) defines a generalised HIV epidemic as an epidemic that is 
self-sustaining through heterosexual transmission, and HIV prevalence usually 
exceeds 1% among pregnant women attending antenatal clinics. 
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1 Epidemiology of HIV among 
adolescents and young 
people in the Eastern and 
Southern African region 


What does the data tell us 


Kaymarlin Govender, Nana K. Poku, Russell 
Armstrong and Gavin George 


Introduction 


Many young people’s lives are characterised by rapid changes at the 
nexus between person and environment. The period of transition into 
young adulthood is also viewed as a window of positive opportunities to 
enter early in the biopsychosocial system of the life cycle to promote and 
improve sexual health. However, doing so requires, among other things, 
comprehensive data for proactive planning and action before HIV and 
SRH-related risks and vulnerabilities become entrenched. Regrettably, 
such data are limited in many settings, which presents a serious impedi- 
ment to timely action across the spectrum from understanding risks 
and vulnerabilities, to early intervention, to measuring and monitoring 
progress. In addition, global targets to reduce new HIV infections, in 
particular for young people (UNAIDSa, 2016), rarely consider the impli- 
cations and accountabilities that are specific to this age group. Com- 
pared with infants and adults, less is known about the individual and 
social factors that drive HIV risk behaviours among young people and, 
consequently, how to address their needs for HIV prevention, care and 
treatment services. 

To address this gap, this opening chapter provides an overview of the 
epidemiology of HIV among young people in the most heavily affected 
part of the world, namely Eastern and Southern Africa (ESA). This 
region remains the most affected by the HIV epidemic, accounting for 
43% of the world’s HIV infections and 54% of people living with HIV 
globally (UNAIDS, 2020). The chapter also reviews behavioural and 
environmental factors that increase HIV risk for young people and high- 
lights the challenges in the availability of reliable relevant data to sys- 
tematically monitor the HIV response among this critically important 
population. 
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New HIV infections among adolescents and young people 


In 2019, there were 730,000 new HIV infections in ESA (UNAIDS, 2020). In 
the same year, about 1.2 million adolescents (10-19 years) and 2.2 million 
young people (15-24 years) living with HIV were located in ESA (UNAIDS, 
2020). Approximately 110,000 new HIV infections occurred among adoles- 
cents (10-19) in 2019, and 260,000 in young people (15-24 years) (UNAIDS, 
2020). While estimates of new HIV infections are staggering, they mask sig- 
nificant regional and country-level profiles as well as differences in popula- 
tions (adolescence vs young people, male vs females). These patterns in the 
epidemic are discussed more fully in this chapter. 

In 2019, there were 130,000 new infections globally among ado- 
lescent girls (10-19 years) and 280,000 new infections among young 
women (15-24 years) (UNAIDS, 2020). In the ESA, there were 97,000 
new HIV infections among adolescent girls and 110,000 new HIV infec- 
tions among young women aged 20 to 24 (UNICEF, 2017). Females aged 
15-24 accounted for 72% of all new infections. While progressive declines 
in new HIV infections among adolescents and young people have been 
noticeable over the past decade and a half (see Figure 1.1a-b), these fall- 
offs have not been rapid enough. The 'youth bulge' affecting the region 
has already contributed to these slow declines in new infections placing 
demands on existing health services. For example, in Mozambique, mod- 
elling suggests that there would be 53,000 fewer new infections if popula- 
tion growth had not occurred between 2010-2017 among young people 
aged 15-24 (18,000 fewer new infections in Uganda and 57,000 fewer in 
Nigeria) (UNAIDSa, 2018). 

The majority of new infections occur among adolescent girls and young 
women (AGYW) aged 15 and older (5896 of new infections in the popula- 
tion of people 15 years and older), which means that reaching the political 
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Figure 1.1a-b New HIV infections among adolescents (10-19 years) and young peo- 
ple (15-24 years) in the ESA region 


Source: UNAIDS (2020). 
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declaration target of 2020 (reduce to below 100,000 per year the number 
of AGYW aged 15-24 newly infected with HIV globally by 2020) will not 
be achieved (UNAIDSb, 2016). The trend in new infections among young 
women is worrying in the context of the remarkable progress in the decline 
in new infections among children (aged 14 years and younger) between 
2010 and 2016 in the ESA with more than a 50% reduction in nine coun- 
tries (UNAIDS, 2020). 

Generally, boys and young men in ESA have lower infection rates as 
compared to AGYW. In 2017, there were 25,000 new infections among 
10-19-year-old boys (more than six times lower than girls in the same 
age range) and 89,000 new infections among 15-24-year-old young men 
(approximately four times lower than girls in the same age range). Differ- 
entiation in country-level profiles is evidenced in recent data which sug- 
gests that most new infections occur among adolescent girls (15-19 years) 
in four countries (South Africa, Kenya, Uganda and Zambia), while the 
majority of new infections that occur among young women (20-24 years) 
is present in eight countries of which Tanzania, Mozambique and Zimba- 
bwe rank the highest (UNAIDS, 2020) (Figure 1.2a—b). 

South Africa has, by far, the highest estimated number of new infections 
per week: 1500 among young women (15-24 years) and 640 among young 
men (15-24 years) (UNAIDS, 2020). 


Young people living with HIV 


The number of 15-19-year-olds living with HIV in the ESA was as high 
as 490,000 among adolescent girls and 270,000 among adolescent boys 
(UNICEF, 2017). When compared to males of the same age group, AGYW 
represent the largest population of people living with HIV (Figure 1.3a—b). 
In countries with a generalised epidemic,’ where data is available, HIV 
prevalence among adolescent females tends to be considerably higher than 
among adolescent males, suggesting that context may heighten adolescent 
girls’ sexual risks and vulnerabilities (see Chapter 7 for a detailed discussion 
on structural drivers of HIV among young people in ESA). Most countries 
with the highest HIV prevalence rates in the world are in Southern Africa. 
Age-specific prevalence data show a distinctive sex disparity in HIV preva- 
lence by the age of 15 years. 

For example in Eswatini, where adult prevalence is estimated to be the 
highest globally at over 27% in 2017 (UNAIDSa, 2017), a survey found 
that HIV prevalence among younger adolescents (10-14 years) is low and 
more comparative with young children (10 years and younger), but preva- 
lence begins to increase in adolescent girls aged 15-19 and young women 
20-24, where it is two and four times as high as boys in the same age ranges 
(SHIMS2, 2019). HIV prevalence rates can reach nearly 21% in young 
women aged 20-24, rising to nearly 40% by ages 25-29 (SHIMS2, 2019). 
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Figure 1.2a-b New HIV infections among adolescents girls and young women, by 
age and selected countries 


Source: Regional Support Team for Eastern and Southern Africa Strategic Information Hub 
based on UNAIDS estimates (2017). 


The high prevalence among this group living with HIV suggests the need to 
focus on reducing onward transmission through regular testing and early 
initiation on ART (UNAIDSb, 2016). In fact, the findings of the HPTN052 
study have challenged the assumption that HIV treatment and prevention 
are distinct (Cohen et al., 2011), with a growing body of research dem- 
onstrating how HIV treatment and prevention are intrinsically connected 
(Refer to Chapter 11 for an assessment of the promising approach of social 
protection which may alleviate the compounded vulnerabilities of young 
people living with HIV). 
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Figure 1.3a-b Adolescents and young people living with HIV in ESA 
Source: UNAIDS (2020). 


AIDS-related deaths among young people 


AIDS-related deaths among adolescents have been steadily declining since 
2010 with progressive expansion of ART programmes (see Figure 1.4a—-b). 
However, declines have been more rapid between 2010 and 2019 among 
young women, from 28,000 to 18,000 (15-24 years), than among young 
men in the same age range 13,000-12,000 (see Figure 1.4b). 

The data on new infections and AIDS-related deaths paints a complex 
picture of country-level epidemics and differences in patterns by age, gen- 
der and location. More generally, AIDS-related deaths are declining among 
young people, especially among young women, while young men seem to 
be more at risk of dying from AIDS (refer to Chapter 9, which addresses 
the issue of boys and young men being left behind in HIV prevention 
programming). 


HIV data among young key populations (YKP) 


Certain groups of adolescents and young people may have additional 
HIV-related vulnerabilities related to one or more characteristics such as 
sexual orientation, gender identity or gender expression; being involved 
in frequent transactional sex or sex work; struggling with drug addiction; 
or being in conflict with the law, including being in a place of detention. 
The term ‘young key populations’ (YKP) links these groups together, as 
they have in common a number of structural barriers and challenges that 
persist across a wide range of regional and country contexts (Bekker & 
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Figure 1.4a-b HIV-related deaths among adolescents (10-19) and young people 
(15-24) in ESA 


Source: UNAIDS (2020). 


Hosek, 2015). These barriers include a very high incidence of stigma, dis- 
crimination and violence, much of which is fuelled by criminalisation and 
other discriminatory laws and policies, as well as by highly stigmatising and 


Epidemiology of HIV in the ESA region 17 


exclusionary social, religious or cultural attitudes, beliefs or practices. As 
a result, many of these young people face the highest risks of acquiring 
HIV and the least access to HIV services and related interventions to either 
prevent HIV infection or to benefit from treatment care and support when 
they become HIV-positive (Muller, Spencer, Meer, & Daskilewicz, 2018; Cor- 
nell & Dovel, 2018). 

Although global estimates indicate that more than half of all new adult 
HIV infections in 2018 occurred among individuals from key population 
(KP) groups and their sexual partners (UNAIDS, 2020), the situation for 
ESA is more complex where, in the midst of a generalised epidemic, it was 
estimated that 25% of all new HIV infections in ESA in 2018 were among 
KP groups (UNAIDS, 2020). However, the latter statistic masks a significant 
variation in data according to country, age band and type of KP group. For 
example, more than a third (39%) of all new HIV infections in Kenya in 
2017 occurred among adolescents and young people (aged 15-24 years), 
an increase from 29% in 2013 (Kenyan Ministry of Health/National AIDS 
Control Council, 2018). In Madagascar, the only country in ESA where new 
HIV infections are increasing dramatically (154% since 2010), this figure 
is estimated to be as high as 50%, primarily among men who have sex with 
men (UNAIDSb, 2018). Comprehensive, disaggregated data is, however, 
scarce and therefore the detailed regional picture cannot be fully known. 

Globally, young people between 15 and 24 years of age who share KP 
characteristics are at much higher risk of acquiring HIV than their age- 
matched non-KP peers in the general population (WHOa, 2015). For exam- 
ple, in Mozambique, compared to adult MSM, young MSM reported lower 
health seeking behaviours, had a low perception of their HIV risk and more 
reported never having an HIV test (Boothe et al., 2020). The increased risk 
can be the result of compounding factors which include the many similar 
vulnerabilities that place all adolescents and young people in the path of 
HIV infection on the one hand, and the more specific challenges arising 
from structural/environmental factors on the other hand, such as social 
stigma and discrimination, physical and sexual violence, lack of commu- 
nity empowerment, violations of human rights, and laws and policies that 
criminalise drug use, sex work and diverse forms of sexuality, gender iden- 
tity and gender expression (Bekker & Hosek, 2015; Baggaley, Armstrong, 
Dodd, Ngoksin, & Krug, 2015; Brook, Morojele, Zhang, & Brook, 2006). 
There is a growing number of sources demonstrating that the situation is at 
least similar, if not more complex and serious, for YKP across ESA (Muller 
et al., 2018). 

Data on YKP are limited within contexts of generalised HIV epidem- 
ics in the region. Where previous data are available, trends suggest that 
HIV prevalence (and, by inference, new infections) are disproportion- 
ally high among YKP as compared to their age-matched, non-KP peers 
in the general population. In Zambia, for example, a study carried out 
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in 2013 found that HIV prevalence for young MSM was 8.7% for those 
under age 20 and 15.7% for those aged 21-25 (Kiefer, Witola, Hansende, 
Handema, & Siantombo, 2013). By contrast, population-wide HIV preva- 
lence was much lower where it was 4.1% and 7.3% for adolescent (15- 
19 years) and young (20-24 years) males, respectively (Central Statistical 
Office, 2015). The situation is similar for young people who use drugs; 
for example, in a study carried out in 2014 in Mozambique, 19% of male 
participants aged 18-24 were HIV-positive (Ministério da Saúde (MISAU) 
and Instituto Nacional de Saáde (INS), 2017). This compared to an HIV 
prevalence rate of 5.3% among all males aged 20-24 in the country in 
that same year (MISAU, INE, & ICF, 2019). In 2018, HIV prevalence 
among female sex workers in Tanzania was estimated at 15.476 compared 
to an adult prevalence of 4.6% (UNAIDS, 2019, pp. 68-69). Such differ- 
ences for young sex workers are also pronounced. In Mozambique among 
young female sex workers (15—24 years), this group had almost double 
(17.2%) HIV prevalence figures compared to women in their same age 
group (9.8%) (Boothe et al., 2020). 

Comparable data for young transgender people or young people in con- 
flict with the law do not exist across ESA. In a recent study across eight 
African countries, HIV prevalence for adult transgender women was 25% 
as compared to 14% for cisgendered MSM (Poteat et al., 2017). There was 
no age-specific disaggregation of the results, although the mean age of the 
sample was 24 years. ESA has one of the highest rates of HIV prevalence 
among prisoners globally (Dolan et al., 2016). A number of countries, for 
complex reasons, incarcerate older adolescents with adults in environments 
which are characterised by overcrowding, physical and sexual violence and 
abuse, gang cultures and chronic under-nourishment, among other threats. 
Young people in these settings face extreme disadvantages to negotiate and 
secure their personal safety, let alone their sexual and reproductive health 
(Telisinghe et al., 2016). 

While comprehensive data regarding the sexual and reproductive health 
of young key populations remain elusive across ESA, what can be inferred 
from data that is available gives a seriously discouraging picture. Among 
other barriers, discriminatory and exclusionary attitudes and practices per- 
vade the research environment in much of the region, blocking needed 
attempts to address the significant data gaps. Such efforts are still viewed 
too often by institutional review boards as either attempts to legitimise 
or promote criminalised and stigmatised behaviours or identities among 
adolescents or young people considered to be vulnerable to such negative 
influences (Delany-Moretlwe et al., 2015). Or they are seen as having little 
scientific merit or policy-related or programmatic utility, since governments 
and others express up front their unwillingness to act on research results 
(Muller et al., 2018). Fortunately, as Chapter 8 in this collection explores, 
this situation is now beginning to change. 
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Knowledge and behavioural factors 


HIV knowledge 


By 2015, 15 out of 21 countries were providing comprehensive sexuality edu- 
cation (CSE) and life skills in at least 40% of primary and secondary schools, 
and all 21were including sexual and reproductive health (SRH) and CSE 
training for prospective teachers (UNESCO, 2017). Despite widespread HIV 
prevention messaging in school and media campaigns, evidence shows low 
HIV-related knowledge among adolescents: only 26% of the girls and 33% 
of the boys aged 15-19 in sub-Saharan Africa know how HIV is transmitted 
and how it can be prevented (UNAIDSa, 2016). Only 36.1% of young people 
aged 15-24 had correct knowledge about sexual transmission of HIV and 
rejection of major misconceptions about HIV transmission in South Africa 
(HSRC, 2019), whilst 44.7% of young women and 42.0% of young men in 
Zimbabwe (MOHCC, 2019), and 24% of girls and 22% of boys aged 10-14 
in Botswana, had comprehensive knowledge about HIV (BAIS, 2013) (see 
Table 1.1). Lacking the necessary knowledge and skills, younger adolescents 
are less likely to protect themselves from HIV than older people. Given the 
importance of sexuality education in the ESA region, Chapter 12 addresses 
the evolution of CSE programmes in the region and the challenges associ- 
ated with the scale-up of these programmes. Chapter 13 also discusses the 
complexities of HIV programming to keep young women in schools. Other 
studies have established that only 36.1% of young people aged 15-24 had 
accurate knowledge about the sexual transmission of HIV and rejection of 
major misconceptions about HIV (HSRC, 2019). 


Sexual debut 


Sexual debut coincides with adolescence for the majority of people in many 
countries, where unmarried girls and boys are sexually active before the age 
of 15 (Doyle, Mavedzenge, Plummer, & Ross, 2012). Among 15-24-year- 
olds, a higher percentage of young men than young women have had sex 
before age 15. In South Africa, 19.5% of young men and 7.6% of young 
women reported having had sex before age 15 (HSRC, 2019), compared 
to 5.1% of young men and 2.7% of young women in Zimbabwe (MOHCC, 
2019) and 4.5% of young men and 2.5% of young women in Eswatini 
(SHIMS2, 2019). While self report data is unreliable, adolescents who 
start having sex early are more likely to have sex with high-risk partners 
or multiple partners, and are less likely to use condoms (Pettifor, O’Brien, 
MacPhail, Miller, & Rees, 2009; Ningpuanyeh & Sathiya Susuman, 2017). 
Early sexual debut places young women at risk of tissue injury during inter- 
course, and the existence of greater proportions of genital mucosa which 
are present in an immature cervix further increase the risk of HIV infection 
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(Higgins, Hoffman, & Dworkin, 2010; UNAIDSa, 2016). Early sexual debut 
is also associated with age-disparate sexual relationships, and these partner- 
ships with older men provide greater exposure to HIV because sex is more 
frequent, condom use is less consistent, partners are violent and HIV preva- 
lence is higher among men (between 25-30 years) than among adolescent 
boys (Jewkes, 2002; Evans et al., 2016; De Oliveira et al., 2017). Further, risk 
of HIV acquisition is higher among young women partly due to the high 
prevalence of child marriage in Africa (CHR, 2018). Child brides are often 
unable to effectively negotiate safer sex, leaving themselves vulnerable to 
sexually transmitted infections, including HIV, along with early pregnancy 
(UNICEF, 2013). 


Condom use and multiple sex partners 


Condom use is a critical part of the cascade of interventions for HIV pre- 
vention. Unprotected sexual activity and multiple sexual partners increase 
the risk of HIV infection and other sexually transmitted infections (STIs) 
among young people. Reported condom use within non-marital partners 
remains well below 5096 in the majority of countries in sub-Saharan Africa 
(Doyle et al., 2012). In 2017, in South Africa it was estimated that 67.7% of 
young men aged 15-24 reported using condoms at their last sexual encoun- 
ter, down from 85.296 in 2008 (HSRC, 2019). Young men aged 15-24 are 
more likely than their female counterparts to have had more than one 
sexual partner (25.5% vs 9.0%). However, condom use is more common 
among young men; 68.1% of young men with more than one partner in 
the past 12 months reported using a condom with their most recent sex- 
ual partner, as compared with 47.3% of young women. Similar trends were 
noted in Zambia and Kenya, where young men were much more likely than 
young women to report having multiple sexual partners (1196 vs 296; 9.696 
vs 1.5%). Among young women and men who had multiple partners in the 
past 12 months, 33.7% and 49.1% in Zambia and 37.596 and 68.9% in Kenya, 
respectively, reported using a condom during their last sexual encounter 
(DHS, 2018) (see Table 1.1). Interventions with men and boys on HIV pre- 
vention often does not acknowledge multiple and complex masculinities, 
and the experiences and conditions that shape them. Approaches and strat- 
egies are needed that dynamically and effectively engage adolescent boys 
and young men in research, policy and programming (refer to Chapter 10 
for a more a critical discussion on HIV research with boys and men and 
implications for theory and practice). 


HIV testing 


The World Health Organization recommends regular testing every 
6-12 months for people who are engaging in sexual activity and have 
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potential exposure to HIV (WHOb, 2015). Testing for HIV regularly is 
key to prevent onward HIV transmission and starting antiretroviral treat- 
ment early will lead to viral suppression. Despite a high prevalence of 
HIV infection among adolescents and young adults in ESA, uptake of 
HIV testing and counselling (HTC) among this population in the region 
remains sub-optimal. Young women aged 15-24 are more likely than 
young men in the same age group to know where to get an HIV test, to 
have been tested for HIV and to have received the test results. In ESA, 
71.996 girls (15-19 years) and 7796 boys (15-19 years) know where to 
get an HIV test; 35.2% girls and 26.5% boys have ever been tested for 
HIV and received the results; and 23.6% girls and 16.196 boys have been 
tested for HIV in the last 12 months and received the results (UNICEF, 
2017) (see Table 1.1). To compound this, most recent data indicate that 
only 2396 of adolescent girls and 1796 of adolescent boys aged 15-19 in 
ESA have been tested for HIV in the past 12 months and received the 
result of the last test (UNICEF, 2018). However, encouraging data from 
South African national community surveys reveal an increase in test- 
ing rates amongst adolescents and young people from 19.3% in 2005 to 
58.8% in 2017 (Jooste et al., 2020). 


HIV treatment and care 


Access to ART for young people is unknown because data is disaggregated 
by children under 15 years and adults over 15 years. The majority of young 
people living with HIV in the region are not receiving care and treatment 
because they do not know they have HIV as they have not been tested. 
Among people living with HIV aged 15-24 years in Eswatini and Zimba- 
bwe, 54.1% and 42.4%, respectively, reported awareness of their HIV posi- 
tive status and ART use (SHIMS2, 2019; MOHCC, 2019). The viral load 
suppression (VLS) for the same age group in these countries was 50.696 for 
Eswatini and 45.396 for Zimbabwe. In 2017, in South Africa, an estimated 
274,000 young people aged between 15 and 24 were living with HIV and 
receiving ART (HSRC, 2019). Overall, it is estimated that 47.7% of young 
people (15-24 years) living with HIV in South Africa in 2017 were virally 
suppressed (HSRC, 2019). In 2019, suppressed viral loads were highest in 
Eswatini (92%), Botswana (79%), Zambia (77%), Zimbabwe (73%), Malawi 
(72%), Kenya (68%) and South Africa (64%) (UNAIDS, 2020). Older ado- 
lescents (15-19 years) are the only age group with increasing HIV mortality 
at a time of massive scale-up of treatment programs and when mortality is 
declining in all other age groups (UNICEF, 2015). High adolescent HIV 
mortality reflects critical gaps in the HIV care cascade, including low rates 
of retention in care and complex challenges with adherence to antiretrovi- 
ral therapy (ART). Additionally, age-restrictive laws and policies that govern 
the age of consent for HIV testing and access to sexual and reproductive 
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health services present barriers to young people accessing health services, 
including ART. 

A common concern limiting uptake of HTC among youth is around con- 
fidentiality and being judged. This is especially evident among young peo- 
ple who are at risk of HIV infection but may feel as if they would be judged 
for being sexually active. Many countries have policies and laws restricting 
adolescent access to testing in clinic settings, with some requiring parental 
consent for young people to access HTC (UNAIDSa, 2018). In countries 
where same-sex behaviour and sex work is illegal, YKP face enormous bar- 
riers to accessing traditional services due to fear of stigmatisation, discrim- 
ination and even criminalisation. Adolescents and young people in ESA 
face unique legal, policy and environmental challenges in accessing HTC 
services. Efforts to improve HIV treatment and care requires government 
to ensure that they provide youth-friendly services where healthcare profes- 
sionals are nonjudgemental and supportive and combat laws and policies 
that impede access to HCT services. 


Surveillance systems, gaps in data and disaggregation 


Over the course of the past decade, the global health community have made 
significant political and financial commitments to reducing HIV infections 
among young people, particularly adolescent girls and young women (refer 
to Chapter 3 for an overview of the regional and global responses to pre- 
vent HIV among young people). However, measuring the impact of these 
initiatives in reducing HIV infections is complex given the number of inter- 
ventions being implemented in various combinations. Actors are also learn- 
ing while doing, regularly refining solutions as new data becomes available. 
In the following, we outline current challenges with data to inform effective 
HIV programming. 

HIV science has evolved rapidly, and we now have a number of meth- 
ods to measure HIV incidence (e.g. cohort estimation, mathematical 
modelling, inference incidence from antenatal clinic data, laboratory 
tests, a combination of HIV testing algorithms), each with benefits and 
limitations (Buthelezi, Davidson, & Kharsany, 2016). More recently, 
these methods have been complemented by phylogenetic and geospa- 
tial epidemiology (Tanser, Barnighausen, Grapsa, Zaidi, & Newell, 2013). 
However, some of these methods employ newer technologies, therefore 
more expertise and resources are required for implementation, espe- 
cially in low-resourced settings. At present, most national surveillance 
systems are not fully equipped to implement location-based approaches 
at sub-national or at health facility levels (Buthelezi, Davidson, & Khar- 
sany, 2016). Lack of specific data means that it becomes difficult to dis- 
entangle estimates of adolescent HIV prevalence which currently include 
both those that have acquired HIV through mother-to-child transmission 
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(vertical transmission) and those who acquired HIV behaviourally 
through unprotected sex or sharing of non-sterile injecting needles 
(horizontal transmission). Apart from modelled estimates, we are not 
clear on what proportions constitute ‘vertical’ versus ‘horizontal’ trans- 
missions among all adolescent living with HIV (Prudden et al., 2013). 
Context-specific data is needed to understand the main modes of trans- 
mission in young people. More recently, there has been systematic efforts 
to gather national data to support the development of more effective 
programmes and services for adolescents living with and affected by HIV. 
Chapter 4 discusses progress made in the All In initiative implemented 
in 14 priority countries in ESA and the impact of the initiative on HIV 
programming for adolescents across the region. 

We have previously noted differences in AIDS-related deaths among 
adolescents and young people by gender. Apart from UNAIDS estimates, 
we have little empirical data on adolescent deaths to validate these trends 
(UNAIDS, 2020). The lack of context-specific data is further compounded 
by low rates of HIV testing (UNICEF, 2017). Low testing rates among 
young men could explain the increase in AIDS-related deaths because they 
are more likely not to know their HIV status, are unlikely to be on ART 
treatment (UNAIDSb, 2017), have a lower cluster of differentiation for 
when they start treatment, more likely to interrupt treatment or be lost to 
follow-up. Consequently, men are less likely to achieve viral load suppres- 
sion, which is associated with higher HIV-related mortality. 

The period of adolescence reflects a wide development span, and the 
characteristics of 10-year-olds are very different to those of 19-year-olds. 
Currently, there is no standard method for disaggregated data by age 
band. Even where data exists, disaggregation, sample size and interpreta- 
tion is often limited. Lack of data on younger adolescents (10-14 years) 
impedes understanding of sexual practices and nature of sexual risk 
(e.g. type of sexual partners), which makes it difficult to tailor sexual risk 
reduction programmes for younger people to reduce HIV acquisition 
before they get older. For hidden populations, such as young people who 
are members of key populations, there is a lack of reliable estimates of 
population sizes which impacts directly on resource allocations for HIV 
programming (Sawyer et al., 2012). In general, methodological issues 
including small sample sizes, especially among younger cohorts, and reli- 
ance on self-reported behavioural data makes generalisability of behav- 
ioural data questionable (see MannionDaniels, 2018). Further, scant data 
also exists on the broader health and social issues of young populations 
(e.g. mental health, developmental adjustments to social environments 
and decision-making skills), with little research looking specifically on the 
social determinants of health for adolescents and young people as a dis- 
tinct group from other age groups (also refer to Chapter 2 for an in-depth 
discussion on social and structural vulnerabilities that are likely to affect 


Epidemiology of HIV in the ESA region 25 


the developmental trajectories and health risk behaviour of young people 
living in ESA). 

Many of the data relate to adult samples only or do not disaggregate 
young people from younger children or adults, yet the contexts and chal- 
lenges of life as an adolescent and young adult can be markedly different 
to those of other ages. This is especially so for adolescents, where age 
of consent policies that are intended to protect minors often have the 
unintended effect of limiting independent access to health services (e.g. 
HIV testing, see Table 1.1.) and their ability to participate in HIV related 
research. Chapter 5 discusses, more critically, some of the complexities 
of undertaking HIV prevention research with persons who have evolving 
capacity to make health-related choices and who are accorded special pro- 
tections in law. 

In many countries, adolescents require parental permission to access 
testing, treatments or procedures. This is a particular problem for minors 
who do not live with their parents or do not wish to disclose their behav- 
iour to them. For example, young women seeking contraception or safe 
abortion services are likely to seek care outside of conventional health ser 
vices (Francome, 2015). While there is substantial evidence for effective 
interventions to prevent and treat HIV infection in adults, less is known 
about the delivery of these interventions to adolescents (Mavedzenge, 
Luecke, & Ross, 2014). Current coverage of services for YKP is generally 
low (Dhana et al., 2014), and consideration of optimal service delivery 
models that respond to current barriers to care are now a priority. Further, 
given the regionality of the HIV epidemic, arguments have been made for 
HIV interventions as they pertain to and protect vulnerable populations 
beyond borders (see Chapter 6 for assessing for health security beyond 
borders of citizenship). 

It is acknowledged that multiple types of data (behavioural and sociocul- 
tural) are needed to understand social drivers of HIV infections and that 
specific data-gathering methodologies provide limited understandings on 
the complexity of HIV epidemics with potentially conflicting accounts. For 
example, in Botswana condom use is reportedly high and exceeds national 
targets for both sexes, yet adolescent HIV incidence rates and early preg- 
nancy rates are increasing (UNICEF, 2013). More efforts are needed to 
interrogate potentially conflicting data reported on adolescents and young 
people. We can only achieve this through evolving our national data sys- 
tems to be more comprehensive (biological, behavioural and social data) 
while improving quality. Further, reliable age-appropriate behavioural ques- 
tions in surveys that conform to ethically appropriate research with minors 
are needed. Special consideration should be given to key populations and 
other situations where illegal behaviour may be involved and where the 
value of researching these populations needs to be balanced against legal 
and ethical considerations, and foremost ensuring their safety (Idele et al., 
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2014). We need to enhance the abilities of researchers, ethics review com- 
mittees and funders to undertake sensitive research to support policy and 
programming. 


Conclusion 


Intervening early in the life cycle of young people is a priority before 
they become sexually active and gender roles and associated behaviours 
become entrenched with potentially negative consequences for later sex- 
ual health. To strengthen HIV programming, it is clear that more accurate 
data on HIV risk is required to enable better programming. Mannion- 
Daniels (2018) asserts that one solution to the data disaggregation prob- 
lem is to use five-year age bands (10-14 years; 15-19 years; 20-24 years) 
(UNICEF, 2016), with further subdivisions also being useful. Good data 
is essential for informing and shaping effective HIV interventions. With- 
out accurate data gathering, analysis, and reporting systems specific to 
adolescents and young people, national and international communities 
can neither measure progress towards reducing new infections nor use 
the knowledge that comes from such systems to implement efficacious 
programs that can improve health outcomes for adolescents. Throughout 
this book, chapter authors make the point for the need to have context- 
specific HIV data, disaggregated by age, gender and population profile, to 
improve HIV programming. 


Note 


1 The HIV prevalence rate is >1% in the general population. 
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Introduction 


The transition from childhood to adulthood is characterised by substantive 
biological, psychological, and social changes. A majority of these changes 
are captured under the umbrella concept of adolescence, a period in which 
young people undergo biological changes and fulfil key developmental 
tasks towards independence and self-reliance (Blakemore & Mills, 2014; 
Linders, 2017). Although legal designations of adulthood (e.g. 18 years of 
age or older) suggest that fulfilment of this developmental process depends 
on shared chronological markers, there is extensive interindividual vari- 
ability in the timing, tempo, and extent to which young people experience 
developmental changes as they transition from childhood to adulthood. In 
this chapter, we position adolescence within the broader ambit of the devel- 
opmental continuum by referring to individuals between 10 and 24 years of 
age as young people.’ 

Compared to their counterparts in more developed parts of the world, 
young people in Eastern and Southern Africa (ESA) must navigate develop- 
mental milestones within environments that often pose significant short- and 
long-term mental and physical health risks. Understanding developmental 
changes that accompany the transition to adulthood is key to identifying the 
challenges that young people experience within the broader sociocultural 
context in which they live. This chapter provides an overview of theoretical 
positions that are central to holistically understanding the biopsychosocial 
development of young people. It also offers a backdrop to subsequent chap- 
ters in this book, which focus on delineating mechanisms or processes that 
may deter health risk behaviours and promote well-being among young peo- 
ple. Drawing on theoretical perspectives rooted in biology, psychology, and 
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"c and social role transitions 
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Figure 2.1 Conceptual framework for contextualised development of adolescents 
and young people 


sociology, we outline fundamental processes that independently and con- 
junctively contribute to the contextualised development of young people 
(see Figure 2.1 for an overview of the interactive biopsychosocial systems 
involved in shaping the development of young people). Because HIV con- 
tinues to have disproportionately devastating effects on young people living 
in ESA (see UNAIDS, 20172, 2017b), understanding pathways of risk that 
have the potential to undermine the health and well-being of young people 
is integral to guiding the design and implementation of HIV prevention 
programming for this population. 


A life-course perspective on the development of young people 


Developmental psychology has traditionally dominated the way in which 
the experiences of young people have been constructed and understood 
(Burman, 2008). Traditional developmental discourse tends to assume that 
healthy and adaptive development is achieved through successful comple- 
tion of developmental stages and attainment of age-related competencies 
(Burman, 2008; Hogan, 2005). This narrow perspective features several 
contentious assumptions, including framing development as a relatively 
homogenous and universal experience that is progressive, linear, and uni- 
directional. Emerging evidence suggests that developmental differences 
among young people are at least partly attributable to distinctions in both 
the inter- and intraindividual courses of progression, the sociocultural 
norms and expectations of adolescence, and the environmental context in 
which development occurs (Foulkes & Blakemore, 2018). Understanding 
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qualitative (e.g. type) and quantitative (e.g. magnitude) differences in 
developmental experiences is critical to generating well-informed con- 
ceptualisations of development that are relevant to the contexts in which 
young people live. 

A life-course perspective acknowledges developmental change in relation 
to social and structural determinants of health (Brook, Morojele, Zhang, & 
Brook, 2006; Sawyer et al., 2012). The development of young people 
unfolds as a transactional process that is the product of bidirectional and 
synergistic effects of the individual and their experiences within the social 
environment (Sameroff, 2009). Capacity for adaptive functioning is distrib- 
uted across interacting systems and reflects evolutionary shifts in biology 
and culture, with maladaptive patterns representing decreases in function- 
ing within and across multiple systems (Masten, 2014). Importantly, mal- 
adjustment can be attributed to or exacerbated by factors at cultural and 
contextual levels (i.e. social-structural vulnerabilities) that extend beyond 
the individual (Ungar, 2011). Social-structural vulnerabilities (e.g. lack 
of education, poverty, gender inequality, discriminatory policies or legal 
frameworks) tend to heighten exposure of young people to dysfunctional 
systems, which can disrupt typical trajectories of development and create 
barriers to successfully navigating pathways of risk. While risky behaviours 
are a part of the normative dialogue around the development of young 
people, environments that lack protective processes at social and structural 
levels may predispose this population to a variety of health risks (e.g. sub- 
stance abuse, violence), including HIV. In the sections that follow, we con- 
sider salient development and role transition processes of young people 
and contextualise these in relation to some of the social-structural vulner- 
abilities that exist in ESA. 


Developmental processes in contexts of social-structural 
vulnerability 


Pubertal changes 


Puberty (mean age of onset is 12 years in males and 11 years in females) is 
associated with progressive development of sexual and reproductive organs 
and physical changes indicative of sexual maturity (Blakemore, Burnett, & 
Dahl, 2010; Byrne et al., 2017). Although the pubertal development process 
is typical of all adolescents, there are individual differences in the timing 
and tempo of maturation (Beltz, Corley, Bricker, Wadsworth, & Beren- 
baum, 2014). 

Adolescents who physically mature earlier have been found to be at 
higher risk of psychological problems because of mismatches between 
physical growth and their developmental readiness for the biopsychosocial 
changes that occur (Ge, Brody, Conger, Simons, & Murry, 2002; Ge et al., 
2003). For girls, who generally enter puberty earlier than boys (Abreu & 
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Kaiser, 2016), the risks of maladjustment are sometimes higher (Graber, 
2013) because early maturing girls are more likely to stand out from their 
age-matched peers and affiliate with older peers (Mrug et al., 2014). 

Marked economic and gender inequalities in ESA are involved in cre- 
ating pressure among girls to engage in age-disparate relations or inter- 
generational sex (i.e. partnerships in which one partner is five or more 
years younger than the other partner) as a means of fulfilling needs (e.g. 
socioeconomic freedom and security) that extend beyond interpersonal 
intimacy and belonging (Mampane, 2018). Age-disparate relationships are 
sustained by the physical and emotional needs of young people, which 
are emerging in contexts of deprivation where youth are searching for 
a gateway to a middle-class lifestyle. The seemingly transactional nature 
of these relationships continues to activate debate about whether young 
women are exercising agency or being coerced into such relationships 
(Wamoyi et al., 2019). Notwithstanding potential rewards or immediate 
gratification, intergenerational sex has been associated with risky sexual 
practices and elevated risk of HIV infection (Leclerc-Madlala, 2008; Ritch- 
wood et al., 2016). 

High rates of gender-based violence against women within ESA is another 
social vulnerability that impedes the ability of young women to negotiate 
safe sex (MacPherson, Richards, Namakhoma, & Theobald, 2014), as they 
may have concerns over the potential repercussions of not complying with 
their partner's sexual demands or expectations (O'Sullivan, Harrison, Mor- 
rell, Monroe-Wise, & Kubeka, 2006). Gender inequality remains a broader 
sociocultural issue in many countries within ESA. Legislative policies often 
lack holistic frameworks to be able to offer sufficient protection and sup- 
port to young women who experience sexual and gender-based violence 
(van Eerdewijk et al., 2018). Consequently, the challenges associated with 
navigating biopsychosocial changes that occur during adolescence may be 
amplified in high-risk environments where structural mechanisms to com- 
bat risk and promote well-being are underdeveloped. 


Neurological changes 


Adolescence is one of the most sensitive periods for brain development 
(Steinberg, 2014). During this developmental phase, neuronal networks 
throughout the brain are optimised and fine-tuned (Arain et al., 2013). 
Structural changes to the prefrontal cortex, in particular, are linked to 
important advances in executive functions (Anderson, 2002), including 
planning, decision-making, and regulation of thought and action (Casey, 
Jones, & Hare, 2008). Over time, improvements in cognitive control lead 
to better decision-making processes and inhibition of impulsive behav- 
iour (Blakemore & Choudhury, 2006). Developments in frontal-parietal 
lobe circuitry contribute to increasingly sophisticated social-cognitive 
processes that promote interpersonal functioning, including advances 
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in adolescents’ proclivity to experience empathy and perspective-taking 
abilities (Blakemore & Mills, 2014; Dumontheil, Apperly, & Blakemore, 
2010). 

Key neurochemical processes have been linked to the relative immatu- 
rity of the prefrontal cortex during adolescence, including the gamma- 
aminobutyric acid (GABA) and dopamine systems of neurotransmission 
(Arain et al., 2013). In the prefrontal cortex, delayed maturation of the 
GABA system, coupled with elevated levels of dopamine (Wahlstrom, Col- 
lins, White, & Luciana, 2010), contribute to adolescents’ appetite for novel 
experiences, exploratory behaviour, and sensation-seeking tendencies 
(Spear, 2000). 

Although the likelihood of risk-taking behaviour increases as young 
people pursue novel and stimulating experiences (Blakemore et al., 
2010), behavioural choices are also affected by the broader environmen- 
tal context. In ESA, where the prevalence of infectious disease is high 
(Murray et al., 2012) and access to quality healthcare is limited (Fullman 
et al., 2018), young people are particularly vulnerable to health conse- 
quences associated with risky behaviours. For example, the age at which 
adolescents are able to independently access medical care varies across 
countries in ESA, including specific regulations on parental consent for 
HIV testing (Govender, Nyamaruze, Cowden, & Armstrong, in press). 
Sometimes, the legal age of consenting to sex (typically 15 or 16 years of 
age) is lower than the age young people are legally permitted to access 
sexual and reproductive health services independent of their parents 
(typically when young people are granted legal status as adults at 18 years 
of age). Furthermore, social norms and legislative environments in ESA 
tend to be repressive against young key populations (e.g. those who self- 
identify as part of the LGBTQ+ community). Many ESA countries main- 
tain policies and legal frameworks that criminalise the identities and 
sexual activities of key populations (Govender et al., 2018). These kinds 
of sociopolitical discrepancies and barriers not only conflict with young 
people’s progressive sense of autonomy and capacity to self-regulate, 
but they may also reduce health-seeking behaviours and obstruct access 
to HIV care and treatment services (Baggaley, Armstrong, Dodd, Ngok- 
sin, & Krug, 2015). 


Psychological changes 


With maturation, adolescents’ cognitive abilities shift away from con- 
crete operational thought processes (Piaget, 1964) towards higher-order 
cognitive capabilities (e.g. hypothetical-deductive reasoning, abstract 
thought, improvements in speed of information processing) that enable 
young people to weigh risks into decision-making and exert better con- 
trol over behavioural choices (Steinberg, 2005). Alongside acquisition 
of general higher-order cognitive abilities, adolescence is accompanied 
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by developments in moral reasoning. Early perspectives (see Kohlberg & 
Hersh, 1977) conceptualise moral judgement in young people as a pro- 
gressive socialisation process towards the internalisation of universal moral 
principles. More recent models (see Rest Narvaez, Thoma, & Bebeau, 
2000) emphasise the role of contextually specific influences (e.g. common 
morality) on the development of moral judgement. Young people make 
value judgements around sexual practice that are usually dependent on 
social and structural factors such as poverty, family structure, educational 
background, gender inequality, and conceptions of romantic relationships. 
For example, women may fear violence in response to requesting condom 
use with their sexual partners. Heightened egocentrism (e.g. unrealistic, 
biased, and self-serving judgements) associated with dominant constructs 
of masculinity may also undermine adolescents’ ability to make independ- 
ent judgements. Studies have found that expectations of sexual behaviour 
among men that reflect hypermasculine norms, including sexual appetite, 
prowess, and conquest (Brown, Sorrell, & Raffaelli, 2005; Shefer, Kruger, & 
Schepers, 2015), are linked to HIV risk (Fleming, DiClemente, & Bar 
rington, 2016). 

Similarly, macro-level environmental factors can influence identity for- 
mation processes that are central to development. Young people living 
in socially repressive contexts have more constraints on their agency to 
explore, expand, and diversify their social selves. Identity formation pro- 
cesses may be foreclosed or restricted by prevailing norms and policies. For 
example, many socially conservative countries in ESA have legislative restric- 
tions (e.g. criminalisation of same-sex relations) that reinforce stigma and 
prejudice against members of key populations. Due to the constraints and 
prejudices that relevant regulations and policies impose on members of key 
populations, narrowly defined codes of conduct can have negative effects 
on the psychological adjustment (e.g. diminished sense of self-worth, feel- 
ings of social isolation) of members of young key populations as they tran- 
sition to adulthood (Govender et al., in press). Young people may also be 
reluctant to seek sexual and reproductive healthcare services due to con- 
cerns about discrimination and potential legal ramifications that may be 
linked to the behaviours they participate in (Baggaley et al., 2015), which 
could ultimately lead to unfavourable health outcomes. 


Social changes 


During adolescence, young people expand their social landscapes beyond 
familial boundaries to extrafamilial attachment figures (e.g. peers, roman- 
tic relationships). They begin to spend more time in the company of their 
peers (Lam, McHale, & Crouter, 2014) and ascribe greater value to peer 
opinions and expectations (van Hoorn, van Dijk, Meuwese, Rieffe, & Crone, 
2014). Peers serve as role models, provide age- and sex-appropriate stand- 
ards of acceptable behaviour, and shape behaviour through interactions 
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that reinforce or extinguish behaviour (Crosnoe & McNeely, 2008; Smet- 
ana, 2010). Acquired norms may be incorporated into existing standards 
of behaviour and form part of an individual’s subsequent behaviours and 
decision-making (Berger, 2008). Although the implications of peer influ- 
ences are heterogenous and can facilitate healthy adjustment (van Hoorn 
et al., 2014), in vulnerable contexts there are greater risks and consequences 
of negative peer influences. Adolescents’ need to belong and feel accepted 
may be exploited by peer pressure to conform to deviant or otherwise risky 
behaviours, particularly those involving substance use (e.g. tobacco, alcohol) 
and sexual activity (Govender, Cowden, Oppong Asante, George, & Reardon, 
2019). These kinds of health-risk behaviours often do not occur in isolation 
and can synergistically increase risk. For example, adolescents who consume 
alcohol are more likely to initiate sex at an earlier age and engage in risky 
sexual practices (e.g. multiple sexual partners) compared to alcohol abstain- 
ing peers (Morojele, Nkosi, Kekwaletswe, Saban, & Parry, 2013). 

There are also broader contextual dynamics that can affect adolescents’ 
access to recreational substances and ease of engagement in health-risk 
behaviours. Recent evidence (see Gray-Phillip et al., 2018) indicates that 
alcohol is readily available for purchase among underage persons in coun- 
tries within ESA (e.g. South Africa). General accessibility of recreational 
substances is mediated by environments that enable adolescents to partic- 
ipate in substance use. Studies have found that substance use on school 
premises tends to be higher when young people believe that repercus- 
sions of such activities are unlikely (Evans-Whipp, Plenty, Catalano, Her- 
renkohl, & Toumbourou, 2013). When sociocontextual consequences of 
deviant behaviour are outweighed by the perceived benefits, anticipation 
of generally positive outcomes may affect the decisions of young people to 
engage in health-risk behaviour (Piontek et al., 2008). 

By mid to late adolescence, many young people begin to form intimate 
romantic relationships (Tanti, Stukas, Halloran, & Foddy, 2011). Dating 
relationships represent a novel and distinctive type of social engagement 
for adolescents, which are influenced by prior experiences in attachment 
relationships (e.g. parents, peers) and further shape a young person’s iden- 
tity, perspectives on relationships, and behaviour (Giordano, Manning, & 
Longmore, 2006). Perceived pressure to conform to peer norms about 
romantic relationships influences when young people decide to begin dat- 
ing relationships, who they enter into relationship with, and the norms they 
internalise about sexual intimacy within romantic relationships (van Zantv- 
liet, Ivanova, & Verbakel, 2020). 

In ESA, social-structural features of the environment (e.g. poverty) are 
involved in motivating young people to pursue romantic relationships as 
a means of fulfilling material needs. Young women may engage in trans- 
actional sexual relationships to meet basic needs (e.g. food security), gain 
access to financial support and material gifts, and acquire social status 
(UNAIDS, 2018). Transactional characteristics of relationships reinforce 
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traditional norms of hegemonic masculinity (e.g. male dominance) and 
can lead to tolerance of coercion and compliance with male demands about 
sexual practices (Wamoyi, Fenwick, Urassa, Zaba, & Stones, 2011; Wamoyi 
et al., 2019). Masculine ideologies (e.g. virility) encourage and endorse 
risky sexual practices (e.g. multiple, concurrent sexual partners) among 
young men, which serve as signals of sexual prowess, control over women, 
and power over other men (Fleming et al., 2016). Together, these kinds 
of social-structural dynamics conjunctively contribute to fluid partnership 
patterns (e.g. casual partnering, frequent partner changes) that heighten 
young people’s risk of contracting HIV (Bongaarts, 2007). 


Role transitions in contexts of social-structural vulnerability 


In contexts of social-structural vulnerability where disruptions in parental 
or caregiver attachment (e.g. orphanhood, parental absence) are perva- 
sive (Newlin, Reynold, & Nombutho, 2016), young people are at increased 
risk of prematurely assuming adult roles and responsibilities (e.g. heads 
of households) for which they are unprepared (Meintjes, Hall, Marera, & 
Boulle, 2010; Mturi, 2012). Minors who assume positions as head of house- 
hold are concentrated in ESA (Collins et al., 2016), and the burden of 
being responsible for the needs of other family members can be emotion- 
ally, psychologically, and physically taxing (see Boris et al., 2008; Hartell & 
Chabilall, 2005; Satzinger, Kipp, & Rubaale, 2012). Furthermore, the 
challenges of prematurely navigating adult responsibilities in vulnerable 
social contexts are often compounded by structural constraints that impact 
employment opportunities, food security, educational attainment, and 
access to supportive social programming (Collins et al., 2016; Mkhatshwa, 
2017). 

A similarly abrupt transition to adulthood occurs among young women 
who are involuntarily married as children. Early child marriages are preva- 
lent in countries within ESA (Koski, Clark, & Nandi, 2017) and may be 
motivated by intersecting cultural dynamics (e.g. symbolism of social status 
for men, parents’ needs for young women to become ‘productive’) and 
the structural vulnerabilities (e.g. prospect of family inheriting bride wealth 
to alleviate poverty) that exist in the region (Schaffnit, Urassa, & Lawson, 
2019). Child marriages not only infringe on rights to self-determination 
and thwart personal growth opportunities for young women, but they are 
also linked to highly inequitable, exploitive relationships characterised by 
gender-based violence and unsafe sexual practices (Kidman, 2017; Raj, 
Jackson, & Dunham, 2018). 

Another prominent early role transition in ESA is motherhood at a young 
age, where rates of pregnancy and childbearing among adolescent girls 
remain persistently high (Yakubu & Salisu, 2018). Although it is not uncom- 
mon for young women in ESA to have a child as a form of celebrating 
womanhood (Sennott & Mojola, 2017), unplanned teenage pregnancies 
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and childbirths are driven by broader social (e.g. unequal gender power 
dynamics, coercive sexual relations) and structural (e.g. poverty, unavail- 
able or inaccessible educational opportunities, barriers to contraception) 
vulnerabilities in this region (Yakubu & Salisu, 2018). Psychosocial conse- 
quences of unplanned and unmarried childbirth may include social stigma 
and family rejection, which can provoke unsafe abortions and exacerbate 
the challenges of navigating adult responsibilities of parenthood as an ado- 
lescent (see Izugbara, Ochako, & Izugbara 2011; Levandowski et al., 2012). 
As young girls who bear children are more likely to permanently discon- 
tinue their educational pursuits (Wodon et al., 2017), teenage pregnancy 
and parenthood in vulnerable contexts may have long-term implications 
for maintaining or perpetuating intergenerational cycles of poverty and 
gender inequality (Swartz, Colvin, & Harrison, 2018; Wood & Hendricks, 
2017). 

Vertically infected HIV-positive young people who grow up in ESA are 
uniquely affected by compounded vulnerabilities as they transition to adult- 
hood. Social stigmatisation may lead to discrimination, social disintegration, 
and barriers to appropriate support mechanisms (Boushab, Fall-Malick, 
Ould Cheikh Melainine, & Basco, 2017). These consequences aggravate 
pre-existing psychological distress (e.g. low self-worth, self-stigmatisation, 
internalising symptoms) during a period when young people are increas- 
ingly interested in broadening their social landscapes and their need to 
belong and feel accepted intensifies (Bennett, Hersh, Herres, & Foster, 
2016). Interpersonal and self-imposed HIV-related stigma may reduce help- 
seeking behaviours and restrict access to healthcare services (Rueda et al., 
2016), which are necessary for treating HIV effectively, receiving guidance 
on safe sexual practices, and obtaining professional support for mental 
health issues. 


Overcoming social-structural vulnerabilities: building 
resilience in context 


Even though structural challenges can create overwhelming obstacles that 
have the potential to interfere with development, young people living in 
contexts of social-structural vulnerability frequently emerge well-adjusted 
(Masten, 2014). Young people are able to adapt successfully in economi- 
cally disadvantaged and high-risk social environments by drawing upon 
culturally embedded networks of functionally interrelated resources avail- 
able to them (Ungar, 2011). Recent reviews of resilience research involv- 
ing samples of children and youth from countries in ESA (e.g. Betancourt, 
Meyers-Ohki, Charrow, & Hansen, 2013; van Breda & Theron, 2018) have 
identified a range of protective processes (e.g. individual, family, commu- 
nity, cultural) that enable resilience, highlighting the diversity of inter- 
nal and external resources that may be accessible to young people in this 
region. Mobilisation of community-level resources is a particularly useful 
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means of developing health-enabling environments for overcoming social- 
structural vulnerabilities (Thomas-Slayter & Fisher, 2011). AIDS-competent 
communities create health-enabling environments for young people by 
encouraging engagement and providing avenues for participating in collec- 
tive dialogue, collectively agreeing on a shared purpose and taking respon- 
sibility for the HIV epidemic, and being involved in educating people about 
HIV prevention and supporting access to healthcare needs (Campbell, 
Nair, Maimane, & Gibbs, 2009). 

Multilevel resilience-enabling resources may be shared among young 
people across contexts, yet there is heterogeneity in manifestations of 
resilience among different populations (Ungar, 2008). Interpretations 
of resilience in contexts of social-structural vulnerability ought to con- 
sider self-constructed definitions of successful adaptation among young 
people (Ungar, 2004). An inclusive perspective that recognises multiple 
pathways and manifestations of resilience is likely to improve our under- 
standing of how unorthodox pathways may be involved in young people's 
achievement of non-standard expressions of resilience (Theron, 2016; 
Ungar, 2008), which can be integrated into the development of con- 
textually relevant HIV prevention programmes for young people living 
in ESA. 


Conclusion 


This chapter offered an integrative overview of the contextualised biopsy- 
chosocial development of young people in ESA. Although biological change 
is an inevitable part of adolescent development, there remain maturational 
disparities and idiosyncratic differences in the way these changes occur. By 
opening boundaries of childhood and adulthood beyond the typical notion 
of chronological age, young people may be placed at different points along 
a developmental trajectory depending on their unique personal circum- 
stances and the social contexts in which they live. 

Acquisition of HIV cannot be explained simply at the level of individual 
behaviour and biology. Rather, HIV risk among young people needs to be 
interpreted in relation to the broader context of the epidemic. Contex- 
tual realities play a key role in how young people negotiate their identities, 
including their sexual and relational selves. It is important to consider the 
broader cultural milieu and immediate community influences on societal 
perceptions of young people and the way in which they perceive them- 
selves. A more holistic view of sexuality may provide a gateway to under- 
standing the role of sociocultural influences on decisions related to sexual 
activity. Comprehensive frameworks for conceptualising sexual risk behav- 
iour are likely to encourage prevention efforts that take a contextualised, 
multifaceted approach to targeting risk factors at multiple levels of proxim- 
ity to the individual. 
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Note 


1 Young people is an inclusive term (see World Health Organization, 2018) that 
captures phases of younger adolescence (10 to 14 years), older adolescence (15 
to 19 years), and young adulthood (20 to 24 years). 
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Introduction 


Over the course of the past decade, the global health community has 
shown an increasing interest in reducing HIV infections among youth, 
with a particular focus on adolescent girls and young women (AGYW) 
living in sub-Saharan Africa (SSA). Among the many reasons for their 
heightened concern is emerging data showing stagnating progress in 
curbing youth HIV infection and mortality rates, much higher infection 
rates among females than males in this age group, a set of root causes 
requiring greater attention, and a conducive political environment. As 
global health institutions seek to end the AIDS epidemic by 2030, more 
intensive strategies are needed to reduce new infections in this popula- 
tion, going beyond biomedical interventions to tackle the variety of soci- 
etal, cultural, economic, and political drivers of HIV infection within this 
group. 

Attention to HIV prevention among AGYW has been visible among a 
broad range of global health actors with significant political and financial 
resources at their disposal. Global health partners have created several 
new initiatives, frameworks, and funding streams, complemented by highly 
ambitious global prevention targets for AGYW. Continental and regional 
bodies in Eastern and Southern Africa (ESA) have also increased both their 
public discourse and initiatives on HIV prevention. 

Such support is noteworthy: it has been maintained over a sustained 
period of time, backed by new funding streams, and coalesced around a 
distinct set of policy issues and recommendations. This chapter will provide 
an overview of these funding streams on adolescent HIV prevention and 
the common policy themes they have evoked. The chapter will also briefly 
examine national-level developments in ESA and provide recommenda- 
tions on how to ensure the theoretical benefits of these initiatives actually 
change the reality on the ground. 
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Figure 3.1 Estimated distribution of new HIV infections among adolescents aged 
15-19, by gender, 2017 


Source: UNAIDS, 2018 estimates (UNICEF, 2018c). 


HIV and adolescent girls and young women - re-stating the 
major issues 


Global interest specifically on HIV prevention among AGYW materialized 
largely after 2010, when reports began to highlight significant age and gen- 
der disparities in progress against the HIV epidemic on both prevention 
and treatment. Data from 2012 to 2015 indicates that AIDS-related diseases 
were the leading cause of death among adolescents in SSA and the second- 
most leading cause worldwide (UNAIDS and UNICEF, 2015; UNICEF, 
2018a) (see Chapter 1 for more recent data). 

While the rates of new HIV infections have decreased among all age 
groups since the late 1990s, progress among adolescents has stagnated since 
around 2013 (UNAIDS, 2013; UNICEF, 2017a). The absolute number of 
new infections is expected to rise steadily over the next decade, with pro- 
jections of both growing numbers of youth in SSA (referred to as a “youth 
bulge”) (UN DSA, 2015) and steady infection rates. Unless major changes in 
programs and policies occur, the number of new HIV infections among ado- 
lescents in SSA will rise 13% annually until 2030 (UNICEF, 2017a, 2017b). 

Earlier chapters in this book have noted that in ESA, HIV prevalence 
is over twice as high among girls and young women as compared to men, 
and the countries with the highest levels of prevalence and highest abso- 
lute numbers of new infections among young women (15-24 years) are 
almost all found in ESA (Table 3.1) (Dehne et al., 2016). At the same time, 
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Table 3.1 HIV among adolescents and youth — global and ESA 


Adolescents Adolescents New New Young Young Young Young 
living living infections infections women men women men 
with HIV with HIV (15-19) (15-19) (15-24) (15-24) (15-24) (15-24) 
(10-19) (10-19) | Global ESA preva- preva- preva- preva- 
global ESA lence lence lence lence 
global Global ESA ESA 


2011 1,600,000 1,200,000 320,000 155,757 0.4 0.3 4.1 1.8 
2012 2,100,000 1,300,000 300,000 160,000 0.4 0.3 3.9 1.8 
2013 2,100,000 1,400,000 250,000 130,000 0.4 0.3 3.8 1.7 
2014 2,000,000 1,200,000 220,000 100,000 0.4 0.3 3.7 1.7 
2015 1,800,000 1,100,000 250,000 130,000 0.4 0.3 3.5 1.7 
2016 2,100,000 1,300,000 260,000 130,000 0.4 0.3 3.4 1.6 
2017 1,800,000 1,100,000 250,000 122,000 - _ _ _ 


Source: UNICEF stocktaking reports and statistical updates. 


several countries in ESA have made progress in lowering new infections 
between 2010 and 2017 (UNICEF, 2018c), perhaps due to new programs 
implemented in this time period. 

This marked gender disparity is linked to many socio-economic factors, 
including legal and societal inequalities and harmful gender norms. AGYW 
still experience “alarmingly high” levels of intimate partner violence (IPV) 
(UNAIDS and UNICEF, 2015) and child marriage, both of which raise the 
risk of HIV infection (Jewkes et al., 2010). Reported rates of IPV among 
ever-married women in SSA range between 20% and 50% in 18 high- 
prevalence states (UNAIDS and UNICEF, 2015). Child marriage rates in 
ESA were 35% in 2016, including around 9% who married before age 15 
(UNICEF, 2018b) (refer to Chapter 7). 

High rates of school dropout after primary or lower secondary school; 
discriminatory attitudes, practices, and laws; and other factors limiting 
girls’ economic independence can also drive them to age-disparate sexual 
relationships and transactional sex. In such cases, the relationships are 
usually between young girls and older men who have already had several 
sexual partners and, in many contexts, a relatively high risk of HIV infec- 
tion. These relationships are also associated with higher levels of IPV and 
an unequal power balance that can prevent girls from exercising decisions 
about using protection as well as seeking HIV testing or treatment (Piot 
etal., 2015, p. 7). An early end to girls’ education is associated with a higher 
risk of HIV and a lower likelihood of seeking help in cases of gender vio- 
lence (UNICEF, n.d.). 

There also remain persistently low levels of access to sexual and repro- 
ductive health (SRH) education and HIV services among both genders in 
this age group (UNAIDS and UNICEF, 2016). For example, in 2016, only 
15% of adolescent girls (15-19 years) in SSA had been tested for HIV in 
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Table 3.2 Drivers of HIV infection among AGYW and common proposed responses 


Driver Policy/program responses 
Relationships with older Social protection, such as cash transfers; 
partners or transactional empowerment and engagement of AGYW; PrEP 
sex for AGYW in high-incidence areas; voluntary 
male circumcision 
High rates of school Cash plus care; free primary and secondary 
dropout (after primary or school; reintegration of teen mothers in 
lower secondary school) schools; separate sanitary facilities and 
commodities for girls 
IPV Community mobilization and sensitization; post- 
violence care; economic empowerment and 
education 
Child marriage Raise legal and customary age for marriage; 
provide economic empowerment and 
education 
Stigma and discrimination Social engagement, political mobilization of 
youth 
Lack of access to Comprehensive sexuality education, inside and 
comprehensive sexuality out of schools 
education, including on 
HIV 
Low levels of testing Demand creation for adolescents; legal barriers 


to HIV services, such as age of consent laws; 
youth-friendly services; HIV self-testing 
Low use of condoms Condom promotion and provision 


the past 12 months, and only 27% had comprehensive knowledge of HIV/ 
AIDS (UNICEF, 2018c). Certain laws, policies, and societal stigma and dis- 
crimination, especially among healthcare workers, also create barriers to 
access to prevention services among AGYW (Eba, and Lim, 2017). Table 3.1 
provides a summary of these factors, as well as the most common policy and 
programmatic responses put forward by global and regional policy-makers. 

In global and regional fora, these data fueled a belief that the HIV epi- 
demic could not be ended without a sharp decline in infections among 
AGYW. In new global HIV strategies, policies, and funding streams, AGYW 
began to receive greater attention than in the past, and a plethora of ini- 
tiatives was developed to create an "AIDS-free generation,” most of them 
centering around the policy initiatives (see Table 3.2). 


Global policy and funding initiatives 


As the central HIV advocacy platform with global, regional, and national 
convening power, UNAIDS has played a leading role in calling attention 
to the situation of adolescents and youth. Its 2016-2021 strategy seeks 
to ensure that “young people, particularly young women and adolescent 
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girls, access combination prevention services and are empowered to pro- 
tect themselves from HIV” through raising levels of secondary schooling, 
providing social protection to avoid transactional sex, reducing sexual and 
intimate partner violence, and ending harmful gender norms and prac- 
tices (UNAIDS, 2010). These themes have been subsequently addressed 
in many UNAIDS progress reports, biannual governance meetings, guid- 
ance documents, HIV-focused panels with the Human Rights Council, 
and prevention reports and initiatives (UNAIDS, 2015). For example, 
the UNAIDS and UNFPA-led Global HIV Prevention Coalition endorsed 
a HIV Prevention 2020 Roadmap in October 2017 with a strong focus 
on AGYW combination prevention, and the UNAIDS-based secretariat 
is working with countries to set country-level targets and 100-day action 
plans (UNAIDS, 2018). 

UNAIDS, supported by civil society and many governments, helped 
develop a strong AGYW orientation for the United Nations General Assem- 
bly’s 2016 High Level Meeting on HIV (HLM). The HLM Political Decla- 
ration adopted by UN member states included a target of reducing new 
HIV infections among AGYW (15-24 years) to under 100,000 by 2020 (an 
ambitious 75% reduction from 2010 levels). The Declaration also contains 
an entire section of political commitments related to eliminating gender- 
based violence and empowering women and girls. 

In 2016, with the end of the largely successful Global Plan (UNAIDS, 
2011) to end vertical HIV transmission, UNAIDS and PEPFAR created a 
successor framework called Start Free, Stay Free, AIDS Free, which empha- 
sized the Plan's less visible prongs,! including primary prevention among 
young women. The framework, led by PEPFAR, UNAIDS, UNICEF, the 
World Health Organization (WHO) and the Elizabeth Glaser Pediatric 
AIDS Foundation (EGPAF), created "super fast track" targets including 
the HLM's target of sharply reducing new infections among AGYW. These 
"Three Frees" have suffered, however, from a lack of enabling institutional 
support at the global, regional, and national levels. 

UNICEF and UNAIDS launched the All In Fast Track for Adolescents 
framework in February 2015, a “collaboration platform” intended to drive 
national awareness and responsiveness to youth in 25 countries that con- 
tribute to 86% of all new infections in adolescents. It promotes leadership 
and advocacy skills among youth and strengthens national programming 
through better data collection and use and the adoption of innovative 
services. It set forth ambitious targets, including a 75% reduction in new 
HIV infections among adolescents by 2020 (UNAIDS and UNICEF, 2015). 
Together, the PEPFAR Determined, Resilient, Empowered, AIDS-free, 
Mentored, and Safe program (DREAMS), discussed in more detail later, 
and All In have been credited with sharply increasing the attention given to 
HIV prevention among AGYW and prompting others to follow suit, with All 
In raising the profile of the issue and DREAMS providing the funding for 
effective interventions (Dehne et al., 2016). 
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With its role co-leading All In, as co-chair of the Start Free, Stay Free, 
AIDS Free Framework working group, and through the promotion of other 
policies and initiatives, UNICEF has played a central role in calling attention 
to AGYW HIV prevention. Since 2005 it has also issued regular stocktaking 
reports on the state of the HIV epidemic among children, which pointed 
to the need for better data disaggregation and other policy changes (Idele 
et al., 2014). The reports have increasingly focused on the lack of progress 
for adolescent HIV prevention, with its 2016 report saying the matter was 
"dire," particularly for adolescent girls ((UNICEF, 2016). UNICEF’s 2018- 
2021 HIV strategy decried the slow progress on HIV prevention among 
adolescents and designated “scaling up targeted HIV prevention for ado- 
lescents” as one of three core objectives.” 

As the principal international health institution, WHO’s increasing atten- 
tion to adolescent health carries much weight, and it has used its role in 
setting the global health agenda, issuing normative guidelines and creating 
developing implementation tools to promote change at the national level.? 
For example, its Global Accelerated Action for the Health of Adolescents 
(AA-HA!) and guidance on country implementation emphasized the need 
for better data disaggregation by sex and five-year age bands for the first 
25 years of life (WHO, 2017a). WHO HIV self-testing (HIVST) guidance 
included adolescents and young people among those high-risk groups par- 
ticularly suited for self-testing, noting age of consent policies may need to 
specifically address HIVST to be accessible to adolescents (WHO, 2016). 
The 2016 HIV treatment guidelines recommended PrEP for people consid- 
ered at substantial risk of acquiring HIV, noting that in ESA such popula- 
tions include AGYW (WHO, 2017b). WHO guidelines can have a significant 
impact at the national level, as many countries eventually adopt them and 
are reluctant to make policy changes before WHO recommends them. 

PEPFAR (U.S. President's Emergency Plan for AIDS Relief (PEPFAR), 
2017) was among the original stakeholders to raise the issue of empowering 
adolescent girls and young women backed by a dedicated funding stream. 
In December 2014, PEPFAR created the DREAMS partnership, spending 
$761 million over four years to support packages of core prevention inter- 
ventions in ten ESA countries,! with a focus on community-based, inno- 
vative activities in high-incidence districts (PEPFAR, 2018). In addition to 
keeping girls free of HIV, DREAMS aimed to keep girls in school, prevent 
early pregnancies, prevent sexual violence, and provide post-violence care 
(see Table 3.2). DREAMS investments were determined in coordination 
with national authorities based on the country context and priorities, epi- 
demiological data, partners' capacity, and local leadership (see Table 3.3). 

DREAMS also set out ambitious prevention targets, which sent a strong 
political message about the urgency of taking action, and guided imple- 
menting partners' activities over that period (PEPFAR, 2015). By the end 
of the DREAMS partnership (December 2017), PEPFAR reported it had 
reached over 1 million AGYW and contributed to a reduction of 25%—40% 
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in new HIV infections among AGYW (15-24 years) in 65% of high-burden 
communities and lower new infections across almost all DREAMS pro- 
gram districts (PEPFAR, 2017b). PEPFAR planned to continue support for 
DREAMS -related activities on a bilateral basis after 2017, adding five more 
countries in 2018. 

In collaboration with PEPFAR to ensure complementarity, the Global 
Fund has also promoted greater support for AGYW programming through 
its technical briefs, 3-year grants, and special catalytic funds, which it allo- 
cates according to national priorities (Table 3.4). In its 2017-2022 global 
strategy and funding cycle, the Fund demonstrated marked commitment 
to supporting AGYW HIV prevention programs (GF, 2016). For example, 
it issued a technical brief on AGYW in high HIV burden settings to sup- 
port programs strengthened through greater engagement with adolescents 
themselves (GF, 2017). The GF also created a special $55 million catalytic 
fund for AGYW in its 2017-2019 funding cycle for 13 countries in ESA, as 
part of its funding for key and vulnerable populations (see Table 3.3). The 
fund supports a range of biological, behavioral, and structural interven- 
tions with potential to target the key drivers of HIV infection among AGYW 
(GF, 2018a). 

Building on these efforts, the GF launched the HER Campaign in Davos 
in January 2018. The HER Campaign is a platform for a variety of public 
and private financial, in-kind, and technical contributions for programs 
that address AGYW HIV prevention in 13 ESA countries. Citing the risk of 
a “catastrophic resurgence of the epidemic” among AGYW, the campaign 
seeks to reduce new infections by 58% over five years in this population (GF, 
2018b). 


Table 3.4 GF and PEPFAR AGYW funding overview (in millions of US dollars) 


Country PEPFAR DREAMS GF Targeted AGYW GF Matching Funds 
(F16-FY17 Prevention Activities Targeted AGYW 
implementation) (2014-2016 Activities (2017-2019 

Funding Cycle) Funding Cycle) 

Botswana - 6.0 1.0 

Cameroon - 1.8 1.9 

Kenya 39.5 (4 districts) 3.5 5.0 

Lesotho 14 (2 districts) 2.6 1.5 

Malawi 14 (2 districts) 12.0 7.0 

Mozambique 20.4 (5 districts) 4.5 6.0 

Namibia - 3.0 1.0 

South Africa 66.77 (5 districts) 67.0 5.0 

Eswatini 10 (19 districts) 5.0 1.5 

Tanzania 16.3 (5 districts) - 8.0 

Uganda 31.4 (10 districts) - 5.0 

Zambia 16.3 (3 districts) _ 4.0 

Zimbabwe 20.6 (6 districts) _ 8.0 
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These initiatives address all the key drivers of the HIV epidemic among 
AGYW in a variety of mutually reinforcing approaches. They are comple- 
mented by a set of regional policy frameworks described below, which also 
touch on the same themes. While the impact on national activities and new 
infection rates is not yet certain, it is clear that high levels of political will 
for this subgroup of the HIV epidemic have been created across all major 
stakeholders in the HIV community and are standing the test of time in a 
field of competing and fleeting priorities. 


African continental and regional policy frameworks 


Since around 2005, African intergovernmental bodies at the continental 
and sub-regional levels have elaborated a wide array of policy documents 
that address the health and well-being of adolescents and young people, 
many of them connected to HIV prevention (African Union, 2011). At the 
highest level, the African Union (AU) Agenda 2063 (African Union, 2015) 
lays out Africa's aspirational development goals, including creating an ena- 
bling, people-driven environment to empower women, children, and youth 
to reach their full potential. Implementation of the Agenda would contrib- 
ute to reducing the risk of HIV infection in adolescents and young people. 
In addition, the Africa Health Strategy (AHS) (AU DSA, 2016), the 2006 
AU Continental Policy Framework on Sexual Reproductive Health and 
Rights, the 2013 Addis Ababa Declaration on Population and Development 
in Africa beyond 2014 (UNECA, AUC, and UNFPA, 2013), the Catalytic 
Framework to end AIDS, TB, and Malaria in Africa (African Union, 2016), 
and the revised AU Maputo Plan of Action 2016-2030 that operational- 
izes the SRHR framework all address issues at the core of HIV prevention 
among adolescents and young people. 

The 2001 AU Abuja Declaration on HIV/AIDS, TB, and Other Related 
Infectious Diseases (African Union, 2001), renewed in 2006 and 2013, 
urges countries to invest 1596 of their annual budgets in health. The 2013 
Abuja Declaration encouraged countries to especially focus on increasing 
access to prevention programmes targeting youth, especially young women, 
to ensure an AIDS-free generation (African Union, 2013). These AU com- 
mitments demonstrate that there is continental endorsement of strategic 
approaches to addressing HIV and other health challenges for youth, and 
they are reinforced by AIDS Watch Africa's? Strategic Framework (2017- 
2030), which highlights the disproportionate impact of HIV on young 
people. 

Regionally, the East African Community (EAC), Southern African Devel- 
opment Community (SADC), and the Common Market for Eastern and 
Southern Africa (COMESA) have promoted collaboration and account- 
ability on ending AIDS among AGYW through various frameworks, policy 
documents, and model legislation. For example, the 2012 EAC HIV and 
AIDS Prevention and Management Act promotes a framework to address 
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common priorities in the region and minimize gaps and discrepancies in 
national HIV laws. An assessment of the application of this legislation can- 
not yet be conducted, however, since Uganda is the only member state that 
has reviewed its HIV legislation since its passage. Moreover, the Uganda leg- 
islation has been criticized (Hanibal, 2017) as it criminalizes transmission 
of HIV and requires pregnant women to undergo mandatory HIV testing. 

The 2008 SADC model HIV/AIDS legislation was developed to inspire 
countries to undertake legislative reforms in line with international human 
rights law and to promote the implementation of effective prevention, 
treatment, care, and research strategies and programmes on HIV. Accord- 
ing to AIDS and Rights Alliance for Southern Africa (ARASA, 2016, p. 26), 
between 2009 and 2016, several countries in EAS (Angola, DRC, Kenya, 
Madagascar, Tanzania, and Uganda) disregarded the model law by intro- 
ducing specific legislation or continuing to use existing legal provisions 
to criminalize HIV transmission, exposure and/or non-disclosure. In the 
same period, only Malawi, DRC, and Mozambique had made some progress 
in reviewing criminalization provisions in their laws. Only two countries in 
SSA (Comoros and Mauritius) have HIV-specific laws that do not criminal- 
ize HIV transmission. 

The 2013 Ministerial Commitment on Comprehensive Sexuality Edu- 
cation and SRH Services for Adolescents and Young People in ESA (ESA 
Commitment) (Young People Today, 2013) was developed in response 
to the continuing lack of access to such information and services among 
young people in the region. Twenty-one ESA countries committed to tak- 
ing bold actions to ensure quality comprehensive sexuality education and 
youth-friendly SRH services. To date, however, the implementation of the 
ESA Commitment has been mixed, with several countries not having taken 
any steps to develop a coordination mechanism or work plan or mobilize 
any resources, which are critical to driving its implementation (UNESCO, 
UNFPA and UNAIDS, 2016, p. 26). 

Several other continental and regional initiatives have been created 
over the years to promote progress for AGYW. For instance, the theme of 
the Organization of African First Ladies against HIV/AIDS (OAFLA) for 
2018 is "Iransforming Africa through Prioritizing Children, Adolescents 
and Mothers in the Fights against HIV and AIDS,” focusing political atten- 
tion on children and adolescents living with and at risk for HIV (African 
Union, 2018). Other initiatives such as the joint AU/OAFLA Free to Shine 
Campaign (2018) and the AU Campaign for the Accelerated Reduction of 
Maternal Mortality in Africa (CARMMA) all add to the continental push to 
ensure that AGYW have access to comprehensive SRH and HIV prevention 
services. When resources are available to drive the initiatives at the country 
level, there has been significant traction and greater likelihood of national 
impact. In the case of CARMMA, continental political support, a system for 
integrating the initiative at the country level, and an accountability mecha- 
nism are associated with progress on the ground (CARMMA, 2012). 
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National impact in ESA countries 


Global and regional mobilization on AGYW appears to have prompted 
rising national political awareness and commitment to the issue in ESA, 
steering policy, guideline, and program development and orienting gov- 
ernment and civil society activities towards evidence-based solutions. This 
connection is most visible when initiatives have been accompanied by fund- 
ing, which strengthens the hand of the institution seeking national changes 
while enabling the country to pay for new or expanded programs. National 
buy-in to global goals and regular interaction between the global/regional 
bodies and the national authorities also stimulates greater national-level 
activities. Civil society involvement, both at the community and national 
levels, supports stronger connections between the aspirations of the initia- 
tive and the needs of affected populations. 

For example, under the All In framework, UNICEF supported country- 
by-country assessments and investment cases in 25 countries in a process 
that included ministries, UN agencies, and young people (UNAIDS and 
UNICEF, 2016). It also led countries like Kenya, where a national high- 
profile meeting was held on All In, to give visibility and political attention to 
the AGYW issue. The Global HIV Prevention Coalition’s push for national 
targets and action plans, backed by a global secretariat and national pre- 
vention coalitions, has also prompted several policy revisions and program- 
matic innovations (UNAIDS, 2018). The establishment of an accountability 
mechanism, including progress reports with individual country scorecards 
and community-based monitoring tools, has already appeared to encour- 
age national activities, though civil society shadow reports decry insufficient 
community involvement in program planning and implementation (Inter 
national HIV/AIDS Alliance, 2018). 

Arguably, the clearest connection between global and local efforts has 
been due to DREAMS, where PEPFAR partnered with ministries of health 
(MoH) at the national level and emphasized the generation of evidence 
to steer programming. PEPFAR-backed largely community-driven interven- 
tion packages in a limited number of regions, closely monitoring imple- 
mentation and data produced by the initiative. As of mid-2018, PEPFAR was 
still assessing why more progress was made in some districts than others, an 
analysis that will help shape its planned continuing support for DREAMS in 
a broader set of countries. It also began a process of consultation with ado- 
lescent girls on their priorities, with early feedback centering on enhancing 
financial opportunities. 

As a public-private partnership, DREAMS acted as a catalyst to engage 
private sector partners and to work in coordination with the development 
community. DREAMS also created a ripple effect, such as South Africa’s 
creation of She Conquers, a national campaign to take DREAMS beyond 
the four PEPFAR-supported districts. The Global Fund's 2017-2019 alloca- 
tions and catalytic investment for AGYW will also build upon DREAMS, with 
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dedicated funding set to arrive in 13 ESA countries in 2018. For example, 
Eswatini is joining forces with the Global Fund and the National Emer- 
gency Response Council on HIV/AIDS, resulting in close to national cover- 
age for adolescent girls and young women (UNAIDS and UNICEF, 2016, 
p. 18). 

Reflecting initiatives at the global and regional levels, most countries in 
ESA are in the process of reviewing or revising their HIV prevention poli- 
cies and guidelines for adolescents, and some countries’ policies include 
foci such as gender-based violence and HIV that had not been prioritized 
in the past (see Box 3.1). In Lesotho, in line with global and regional sup- 
port for such activities, more policies and guidelines were updated or gen- 
erated in 2017 than in the past decade combined. In June 2017, Uganda, 
with HIV prevalence almost four times higher among females aged 15-24 
than males, launched the Presidential Fast-Track Initiative for Ending HIV/ 
AIDS as a public health threat in Uganda by 2030, with a focus on girls and 
young women and their male partners. 


Box 3.1 Examples of recent guideline and policy 
adoption/amendments in ESA 


Kenya 


° Building a situation room platform to better monitor prevention 
progress, including on AGYW 

e Indicators for cash transfers for adolescents and retention in 
secondary school to be included in district health management 
system. 


Lesotho 


e Adolescent and Young People’s Health and Development Strat- 
egy revised in 2015 

e Comprehensive Sexuality Education Guidelines for Secondary 
Schools created in 2017, supported by UNESCO and PEPFAR 

e 2002 Gender-Based Violence (GBV) Guidelines updated in 2017 

e Guidelines for the roll out of pre-exposure prophylaxis (PrEP) 
developed in 2017; determines eligibility by risk rather than age 
alone, and includes PrEP for priority populations with high HIV 
incidence, such as AGYW 

e National policy on testing and treatment, including HIV self- 
testing, revised in 2017; age of consent to increase from 12 to 
16 years for testing at facilities 
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e Essential service packages for AGYW to be reviewed in 2018 and 
included in 2018-2023 national strategic plan. 


Malawi 


e National prevention strategy was being developed in 2018, includ- 
ing results framework and targets for AGYW 

° A national strategy on condom programming was launched 

e An AGYW empowerment/HIV prevention strategy was being 
developed in 2017-2018. 


Mozambique 


e Establishment of a national prevention coalition with high-level 
MoH leadership for the prevention agenda 

e  High-priority locations for AGYW HIV prevention were defined 
in 2017. 


South Africa 


e South African National AIDS Council has re-established a preven- 
tion technical task team and technical working groups, including 
one for AGYW 

e National prevention targets are being revised in line with the 
2016 HLM targets. 


Eswatini 


e A national HIV Prevention Road Map was launched, backed by a 
high-level oversight committee 

° The 2017-2019 Global Fund request included increased funding 
for prevention. 


Uganda 


e Adolescent Health Policy Guidelines and Service Standards 
(2011) 

e Presidential Initiative for AIDS Strategy on Communication to 
the Youth 

° Investment Case for Reproductive, Maternal, Newborn, Child, 
and Adolescent Health Sharpened Plan for Uganda, 2016 

e National HIV Testing Services (HTS) Policy and Implementation 
Guidelines — revised 2016; streamlines testing for minors, lowers 
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the age of consent for HTC to 12 years, and increases the number 
of young testing providers 
e National sexuality education framework approved in 2018. 


Tanzania 


° A national condom strategy was launched in 2018 with focus on 
young people’s access to condoms 

e Plans in 2018 to establish program targets related to AGYW HIV 
prevention. 


Zambia 


° Legal and policy barriers to HIV prevention among adolescent 
girls identified; work ongoing with parliament on age of consent 
for HIV services 

e National technical guidelines on HIV prevention among adoles- 
cents developed. 


Zimbabwe 


° Strengthened coordination on prevention among AGYW 
e In 2018 public health bill review, proposals to address policy and 
legal barriers for adolescents to access health services. 


Sources: EGPAF programs; UNAIDS (2018). 


On the other hand, where global targets such as those in the Three Frees 
and the HLM have received less national or global advocacy, it is harder to 
observe a direct impact of the initiative. Since the creation of the Three 
Frees, progress has been made, including a 19% decline in the number of 
adolescent girls and young women acquiring HIV and 85% ART coverage 
for pregnant women globally. Despite these advances, however, most of the 
Start Free Stay Free AIDS Free targets will not be met (UNAIDS, 2020). In 
addition, ESA countries have been slow to implement global guidelines, 
such as those on PrEP and HIVST for older adolescents, and improving 
data collection techniques and age disaggregation. Many regional initia- 
tives provide states with suggested packages of services, standards, and legal 
changes that may have inspired national revisions to laws and policies, but a 
separate analysis would be needed to review their country-by-country imple- 
mentation. An analysis of adoption of the 2008 SADC model legislation, 
for example, shows no significant impact to date (UNAIDS and UNICEF, 
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2016), nor does the 2012 ESA model legislation appear to have had an 
impact. And despite the ESA Commitment referred to earlier, a large pro- 
portion of schools in SSA still promote abstinence only and teach “life 
skills” rather than meaningful HIV education or comprehensive sexuality 
education (CSE) (UNFPA, 2015). 

Finally, global and regional initiatives do not appear to have promoted 
the development of much-needed inter-ministerial collaboration in such 
areas as education, social protection, and IPV. For example, most schools 
do not facilitate HIV testing or treatment access, which could be addressed 
through better coordination between ministries of health and education. 
Better integration has been seen, however, when global and regional actors 
underscore the importance of such integration, such as PEPFAR’s push for 
an inter-ministerial strategy in Malawi and its support for sexual violence 
strategies in Mozambique and Tanzania. But such collaboration, as with all 
systematic change, requires national commitment for real effectiveness and 
sustainability. 


Conclusion and recommendations 


This overview of policy and funding initiatives does not represent the total- 
ity of global and regional efforts to cut new HIV infections among AGYW, 
but it does clearly demonstrate the degree to which global, regional, and 
national stakeholders have embraced the need to reduce infections among 
this group as key to ending the HIV epidemic. In boardrooms, conference 
halls, policy decisions, guidelines, and donor budgets related to HIV, there 
is firm and consistent support for tackling the root causes of HIV infection 
among adolescents and young women. Amassing such a level of political 
will is particularly notable in the face of historically weak backing for the 
broader prevention agenda (Dehne et al., 2016). The consensus around 
which policies and programmatic initiatives should be prioritized is also 
remarkable, with more options on what could work for different cultural 
contexts and epidemics than ever before. 

As policy commitments have been matched with significant donor funds, 
ambitious global targets, new guidelines, and a consistent set of policy and 
programmatic recommendations, there would seem to be an extraordinary 
opportunity for real change for young people in ESA. But while supra-national 
support appears to be impacting policies and programs at the national and 
sub-national levels, at this relatively early stage the causative effect is unclear. 
Measuring the impact of each initiative in reducing HIV infections is also 
complex given the number of interventions being implemented in various 
combinations (Krishnaratne et al., 2016). Actors are also learning while 
doing, regularly refining solutions as new data becomes available. 

At this point, some shortcomings related to the development and imple- 
mentation of top-down initiatives are already apparent. For example, there 
seems to be insufficient emphasis on building national ownership of global 
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and regional targets, as well as consultation with community-based groups 
and the affected youth. In addition, global and regional initiatives often 
lack mechanisms to assign responsibilities, monitor implementation, and 
hold actors accountable. The following recommendations would support 
better national-level outcomes: 


e Global and regional organizations should work more closely with 
national authorities to ensure greater national ownership and align- 
ment of national plans with global targets, initiatives, and policies. 

e Global and regional organizations should work with civil society, includ- 
ing community-based organizations and young people, to ensure their 
initiatives respond to the true needs of the people they seek to support. 

e Global and regional organizations should establish in-country focal 
points for their initiatives to maximize communication and promote 
comprehensive implementation. 

e Global and regional initiatives should be backed by funding streams 
(from donors and/or national budgets) to promote maximum impact 
and sustainability. 

e Global and regional initiatives should include accountability mecha- 
nisms with clear assignment of roles and responsibilities, establishment 
of SMART milestones, and a system of monitoring and evaluation. 

e Countries should improve multi-sectoral collaboration between the 
ministries of health and education and ministries concerned with gen- 
der, social protection, and related areas to address multi-layered pre- 
vention needs in a coordinated way. 

e National authorities should expand youth involvement in advocacy and 
program design, implementation, and evaluation. 

e All stakeholders should support better capacity for disaggregated data 
collection so progress can be measured separately for younger adoles- 
cents, older adolescents, and young men and women. 

° All stakeholders should continuously assess programs and policies 
against evidence and revise them accordingly when necessary. 


The types of economic, societal, cultural, and policy changes needed to 
reduce significantly HIV infection among AGYW will require long-term 
political commitment and financial support for the types of programmatic 
interventions described throughout this book. Global and regional efforts 
are an essential first step to raise the profile and available resources for 
such activities. But global and regional actors must continue their support 
over the long term while working with national authorities to build political 
and financial support. The greatest changes will come only when national 
governments take full ownership of the issue, leading calls for change, pro- 
viding adequate financial and human resources, and working closely with 
communities and youth to ensure effective laws, policies, and programs are 
implemented. 
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Notes 


1 The four prongs of the Global Plan were primary HIV prevention, family plan- 
ning for women living with HIV, HIV testing and treatment for women living with 
HIV, and HIV care and treatment for children and their families. 

2 Available at: <www.unicef.org/aids/files/Unicef-HIV_Vision_Summary_Final_ 
May2017.pdf [Accessed 15 February 2018]. 

3 One visible signal of WHO’s interest in adolescent health was in the addition of 
“adolescents” to its 15-year maternal, newborn, and child health strategy: the 
Global Strategy for Women’s, Children’s, and Adolescents’ Health 2016-2050, 
which emphasizes a number of socio-economic issues for HIV prevention among 
AGYW. 

4 The ten focus countries are Kenya, Lesotho, Malawi, Mozambique, South Africa, 
Eswatini, Tanzania, Uganda, Zambia, and Zimbabwe. 

5 AIDS Watch Africa is an advocacy platform of African heads of state and govern- 
ment within the AU. 
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Introduction 


As Eastern and Southern Africa (ESA) hosts 62% of the world’s adolescents 
living with HIV, and with adolescent girls and young women continuing 
to be disproportionately affected by HIV, adolescents and young people 
contribute significantly to shaping the future course of the HIV epidemic 
in ESA (UNICEF, 2017a). In 2015, girls accounted for three out of four new 
infections among adolescents aged 15-19 in ESA (UNICEF, 2017a). There 
is, therefore, an urgent need to address the health and well-being of ado- 
lescents affected by and living with HIV. Yet until recently, little was known 
about the impact of HIV on their lives. 

It is against this backdrop that we have seen a growing call for global advo- 
cacy and policy attention to adolescents and young people, which culmi- 
nated in the launch of the All In to End Adolescent AIDS (All In) initiative 
in February 2015 (Joint United Nations Programme on HIV/AIDS, 2015a; 
UNICEF, 2015). All In sought to address the critical gaps in data on HIV 
response for adolescents, defined by the UN as the population 10-19 years 
of age. Through a structured systematic approach, the All In country assess- 
ments gathered national data to support the development of more effective 
strategies, policies, programmes and services for adolescents living with and 
affected by HIV (Joint United Nations Programme on HIV/AIDS and United 
Nations Children’s Fund, 2015; United Nations Children’s Fund, 2015). 

Since early 2013, governments and the international community have 
become aware that adolescents and young people were being left behind in 
the HIV response and that urgent action was required. However, due to the 
lack of disaggregated data by age and/or sex in many countries, we have an 
incomplete picture of the HIV, health and social support needs of adoles- 
cents. Decision-makers do not know the extent of HIV infection and associ- 
ated drivers and inequalities, making it difficult to design and implement 
population-specific interventions that are responsive to the particular needs 
of adolescents living with, at risk of and affected by HIV (UNICEF, 2016a). 

Three years after All In’s launch, countries in ESA have experienced far- 
reaching progress across multiple areas of adolescent HIV programming, 


The All In assessments 69 


laying the groundwork for improved adolescent HIV outcomes. This chap- 
ter outlines the progress made in the All In initiative and the critical insights 
of its impact on HIV programming for adolescents across the ESA region. 
These findings have been collated through a desk review of All In coun- 
try assessment reports, observations during site visits and interviews with 
43 individuals including government officials, national and sub-national 
implementing partners, UN representatives and funding partners. 


HIV evidence and programme gaps for adolescents and 
young people 


Adolescence is a period of rapid physical, neurodevelopmental and psycho- 
social changes, with cognitive development and social transitions continu- 
ing into the early twenties (WHO, 20142). These changes affect adolescents’ 
health, decision-making, vulnerability, risk behaviour and access to ser- 
vices. Accordingly, age is a highly important factor in the case of adoles- 
cents because it marks differences with regard to their relative risk of HIV 
infection, rates of infection, and opportunities for access to counselling, 
diagnosis, care and treatment (WHO, 2014a). Therefore, understanding 
age-specific needs in adolescents is critical for generating relevant evidence 
to inform national health and HIV programming. 

A challenge is that there are different and sometimes overlapping age 
bands used in collecting data on adolescents, thus masking the age-specific 
differences within this age group (Idele et al., 2014). Global and national 
data systems have historically grouped adolescents into broad age brackets, 
either with those age 14 and younger or with those age 15 and older (Slo- 
grove et al., 2017) or as part of young people (15-24 years). The lack of dis- 
aggregated data by age or sex, in particular at the sub-national level, means 
that sub-populations of adolescents and young people have been invisible 
in data-driven and evidence-informed programming efforts (UNICEF, 
2016a). 

Indicators across the HIV prevention and treatment cascade are miss- 
ing, especially for measuring access, the use of community-based interven- 
tions and linkage between services (Idele et al., 2014). Further, important 
indicators are not harmonized for these adolescents. For example, national 
indicators related to violence utilize age bands of 13-17, whereas HIV data 
reporting utilizes age bands of 10-14 and 15-19. Additionally, the level of 
vulnerability and risk are not well understood, as definitions vary and meas- 
urements are not well established (Govender et al., 2018). Without these 
data, there is an incomplete picture of the health and social support needs 
of adolescents and young people. In turn, national responses are unable to 
monitor the progress of the HIV epidemic or HIV-related outcomes and, 
therefore, without adequate information to assess the resource needs, often 
the resources allocated to address HIV in adolescents and young people are 
inadequate. 
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The challenge in generating data, especially among younger adolescents, 
is often due to real and perceived complexities of conducting research on 
adolescents (Idele et al., 2014). For example, institutional ethics review 
board requirements deter researchers and sometimes programmes from 
including individuals younger than 18 years of age. This deterrent is often 
exacerbated in the cases of those who are particularly vulnerable (i.e. key 
populations) or whose behaviour is stigmatized and criminalized (Joint 
United Nations Programme on HIV/AIDS, 2015a). For adolescents, health 
data from administrative and programme sources is often limited to adoles- 
cent girls who attend family planning or antenatal care, as most adolescents 
are healthy and infrequently use health services (Idele et al., 2014). Addi- 
tionally, in many countries, data collection systems remain weak and thus 
require considerable investment (Idele et al., 2014). 


Road to All In — enabling change for and with adolescents 


A number of factors led to the demand for an initiative that would recog- 
nize adolescents as a distinct population group, address the lack of disaggre- 
gated metrics and estimates and support effective interventions for them. 
Previous understanding of HIV among adolescents and young people has 
relied heavily on estimates and research studies often extrapolated from 
child or adult populations (Idele et al., 2014). UNICEF’s secondary analy- 
sis of 2012 UNAIDS estimates indicated that adolescent girls and young 
women were disproportionately affected by new HIV infections, there was 
an increase in adolescents HIV-related deaths, and that sub-Saharan Africa 
carried the most significant HIV burden in this age group (UNICEF, 2013). 
Similarly, the World Health Organization’s (WHO) 2013 Global Health 
Estimates for adolescents identified HIV as the leading cause of death for 
adolescents in Africa (WHO 2006, 2014a). At the same time, both quali- 
tative and quantitative research began to highlight significant challenges 
for these populations compared to other age groups. Studies indicated low 
uptake of prevention interventions, challenges to access, low coverage (Fer- 
rand et al., 2009) and poor quality of services (WHO and KIT, 2012; Li 
et al., 2010), in addition to higher rates of loss to follow-up (Lamb et al., 
2014; Grimsrud et al., 2014), adherence challenges (Nachega et al., 2009), 
poor virological outcomes and an increased need for psychosocial support 
for those living with HIV (Lowenthal et al., 2014; Hodgson et al., 2012; Mel- 
lins and Malee, 2013). 

As the magnitude of these challenges was being understood, it became 
more apparent that contextual evidence was needed on how HIV pro- 
grammes targeted these age groups. Further, many programmes and inter- 
ventions that were being implemented were not evaluated. It was clear that 
evidence of effective interventions was lacking for adolescents and young 
people. For example, a systematic review of the evidence to prevent HIV/ 
AIDS in young people in 2010 found only four interventions showing 
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sufficient evidence to enable implementation to scale (Napierala Mavedz- 
enge, Doyle and Ross, 2011). Of the available evidence, this was often 
found too weak and of poor quality, as outcomes measured did not include 
biological markers, studies did not review multiple interventions and the 
data analysis lacked rigour (Napierala Mavedzenge, Doyle and Ross, 2011; 
MacPherson et al., 2015). 

Given the increased understanding of the needs of adolescents and 
the gaps in quality data, governments and partners in countries began to 
request technical support in programming for adolescents and young peo- 
ple living with HIV, including those from key populations. This led to an 
increased policy focus and advocacy efforts at the global level. UNICEF con- 
ducted a comprehensive global review of HIV infections among adolescents 
and young people in 2011 and in 2012 (UNICEF, 2011, 2013), together 
with WHO, that paved the way for the development of the first adolescent- 
specific global recommendations on HIV testing (WHO, 2013). WHO’s 
(2014b) guidelines for key populations included specific consideration for 
young key populations and, in parallel, the Interagency Technical Working 
Group developed a series of technical briefs (Joint United Nations Pro- 
gramme on HIV/AIDS, 2015a). Increased attention to broader adolescent 
health issues was observed, with the publication of the first WHO Health 
for the World’s Adolescents report in 2014 (WHO, 2014a). On the basis of 
this work, UNICEF further advocated for age disaggregation of all core HIV 
indicators to include children and adolescents in the WHO (2015a) Con- 
solidated Strategic Information Guidelines for HIV in the Health Sector. 
In all these efforts there was a clear call for better evidence, including the 
disaggregation of programmatic data and targeted interventional research. 

To accelerate national-level change, it was acknowledged that a focused 
agenda and movement was needed, with a key focus on improved data avail- 
ability and quality, leading to the conceptualizing of the All In initiative in 
2014 and an official launch in 2015. 


All In: a global platform for country-level change 


Launched in February 2015 in Kenya, All In is a collaborative initiative aimed 
at accelerating gains towards ending the AIDS epidemic by 2030, by ensur- 
ing that no adolescents are ‘left behind’ in the HIV response. All In builds 
on the global goals set at the June 2016 United Nations General Assembly 
Special Meeting on HIV/AIDS by uniting governments, youth organiza- 
tions, civil society groups and researchers around three measurable targets 
by 2020: (1) reduce new HIV infections among adolescents by at least 75%; 
(2) reduce AIDS-related deaths among adolescents by at least 65%; and 
(3) end stigma and discrimination (Joint United Nations Programme on 
HIV/AIDS and United Nations Children’s Fund, 2015; UNICEF, 2015). Co- 
convened by UNICEF and UNAIDS, the platform focused on four action 
areas in 25 priority countries (see Box 4.1). 
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Box 4.1 All In action areas 


° Engage, mobilize and support adolescents as leaders and agents 
of social change. 

e Sharpen adolescentspecific elements of national AIDS pro- 
grammes by improving data collection and analysis, and use to 
drive programming and results. 

e Foster innovation in approaches that improve the reach of ser 
vices for adolescents and increase the impact of prevention, treat- 
ment and care programmes. 

e Advocate and communicate at the global, regional and country 
levels to generate political will to invest in adolescent HIV and 
mobilize resources. 


Priority countries for All In were identified on the basis of the level of 
HIV incidence in adolescents and high HIV prevalence among adults; 
thereafter, they were selected on the basis of ensuring global geographic 
representation and in which tangible results could be achieved and demon- 
strated over a five-year period. Of the initial 25 priority countries, 14 were 
in ESA, reflecting the large adolescent populations and significant HIV bur- 
den in this region (Joint United Nations Programme on HIV/AIDS and 
United Nations Children’s Fund, 2015; UNICEF, 2015). The 14 countries 
are Botswana, Ethiopia, Kenya, Lesotho, Malawi, Mozambique, Namibia, 
Rwanda, South Africa, Eswatini, Uganda, United Republic of Tanzania, 
Zambia and Zimbabwe. 


All In country assessments: from national 
to sub-national level 


Central to All In is the promotion and use of evidence to support the 
development of effective strategies, policies, programmes and services 
for adolescents living with and affected by HIV. Country assessments were 
designed to address the critical gap of adolescent-specific HIV-related data 
to strengthen planning and implementation for improved outcomes for 
adolescents (UNICEF, 2016b). The assessments were guided by a systematic 
process to identify equity and performance gaps impacting on adolescent 
HIV programming. These gaps served to inform priority actions to improve 
the effectiveness of national adolescent HIV responses. 

Assessments were primarily centred around HIV outcomes but included 
a broad and multi-sectoral range of data and analyses to assist with contex- 
tualizing the HIV-related gaps for adolescents within the broader perspec- 
tive of their holistic health, protection, education and general well-being. 
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Phase 1: Phase 2: Phase 3: 
Rapid Assessment Targeted In-Depth Analysis Planning 
National Adolescent In-depth analysis of ^ EE 
Key Steps Programme Context [5 priority interventions in E» Big mm 
Analysis most deprived locations P E 
National multi-sectoral " 
or " i Existing planning & monitoring 
Deliverables participatory review & Mr omen ea systems (thematic / cross- | 
validation sectoral) 


Decision 1: - Decision 3: Priority 
HIV Priority setting Priority programme Actions 


(Goal, impact & outcome (Plans, resources & 
results and targets) outputs) 


Decisions 


Strategic opportuni / cross-sectoral programme review, AIDS programme review, adolescent programme review 
and resource mobi! n activities (e.g. GFATM, PEPFAR). Key principle: adolescent and youth engagement at every step 


Figure 4.1 All In three-phase country assessment process 


The country assessments adopted a three-phase approach (Figure 4.1) 
building on the broader UNICEF approach to equity-based programming 
(MoRES) (UNICEF, 2014). Phase I was a rapid assessment of the adolescent 
programming context. It examined data at the national and sub-national 
levels to define which adolescent populations were most affected, where 
they were located, what interventions have been implemented and where 
are the most significant gaps in terms of quality and extent of coverage 
to accelerate HIV results. It also included an assessment of the national 
programme enabling environment focusing on policy and legislation; plan- 
ning, budgeting and coordination; and adolescent participation and moni- 
toring systems. Phase II was an in-depth analysis of bottlenecks affecting 
coverage of priority HIV interventions in priority geographic locations iden- 
tified in Phase I. This analysis enabled an understanding of cause-and-effect 
mechanisms in programming, with the recommended corrective actions. 
Phase III utilized the evidence generated to inform planning to implement 
and accelerate corrective actions to address bottlenecks and data gaps and 
improve intervention coverage, quality and impact (UNICEF, 2016b). 

A key feature of these assessments was to encourage countries to recognize 
potential limitations of existing adolescent-specific data on health. This anal- 
ysis was supported by a review of data from other sectors such as education, 
reproductive health and social protection in terms of appropriateness and 
quality. New sources of data were also identified and concerted efforts were 
made to seek it out. Personnel in monitoring and evaluation programmes 
were also mobilized to support data analysis and data advocacy efforts. The 
assessments allowed for the utilization of data to inform programming, 
including an in-depth analysis of service delivery level challenges, with neces- 
sary recommended actions through the development of work plans. 

Standardized tools and guidance, including the Adolescent Assessment 
and Decision-Makers' (AADM) Tool, supported the country assessment 
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process (UNICEF, 2016a, 2016b), as existing tools did not provide a suf- 
ficient level of detail for HIV-specific analysis or programme planning 
for adolescents. This built on an earlier eMTCT Bottleneck Analysis Tool 
(UNICEF, 2016b) that was developed to facilitate decentralized planning 
towards the elimination of mother-to-child transmission. The concepts 
used in the eMTCT tool (i.e. using data from routine, estimate and house- 
hold survey sources) were then applied to adolescent programming. 

The AADM afforded countries the necessary platform and analytics to 
validate data, inform the review and analysis of adolescent programming 
gaps and facilitate the decision-making process in response. The tool col- 
lated data across multiple sectors and data sources (administrative and 
programme data, census data, global/national estimates, household survey 
data, etc.). In so doing, this process enabled professionals from different 
sectors and affiliations to look at data across the entire adolescent contin- 
uum for the first time. Its interactive dashboard enabled the visualization 
of data, optimizing data usage and the capacity to monitor the progress 
of key indicators. This was particularly helpful to visualize and understand 
the trends and HIV prevalence among the adolescent population groups 
(10-14 years and 15-19 years) by sex. After piloting the AADM tool, the 
dashboard was updated to include 20—24-year-olds in response to countries’ 
requests to focus on adolescents transitioning into adulthood. The country 
dashboards typically showed patterns of very low HIV prevalence among 
10-14-year-olds and then a trend of increasing new infections among older 
adolescents alongside disproportionate levels of HIV prevalence among 
adolescent girls and young women. These trends in the data allowed for 
discussions on the type of strategies required for specific age bands of ado- 
lescents and young people. 

Although the country assessments were defined by a structured sys- 
tematic approach, individual countries adapted the process and tools to 
reflect the local nature of HIV epidemics as well as their programmatic 
and geographic priorities. For example, to reflect its devolved health system 
structure, Kenya's entire All In assessment had a sub-national approach. In 
Rwanda, after the Phase I assessment, a national operational plan was imme- 
diately prioritized. Some countries did not carry out the whole process and 
used the AADM for programmatic assessments and analysis on adolescents 
(e.g. Malawi, Lesotho and Zambia). Stakeholders in these countries noted 
that the flexible nature of the approach supported their ownership over 
their assessments. 


Engagement and collaboration with key stakeholders 


The country assessments brought together key stakeholders within HIV and 
health; across sectors such as social welfare, ministries of education, youth 
and development, and justice; and other relevant departments in the min- 
istries of health to coordinate activities for adolescents (UNICEF, 2016c). 
A number of challenges were noted in these processes. For example, 
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countries found the enrolment process took time to get all the stakehold- 
ers on board, stakeholders faced competing priorities, addressing adoles- 
cents was new for many and there weren't dedicated experts to lead on it, 
and countries had limited experience in engaging adolescents. Political will 
and commitment were critical in the uptake and implementation of All In, 
with prominent leaders involved in launching and promoting the initiative 
across the ESA region (UNICEF, 2016c). The government’s role in conven- 
ing stakeholders was instrumental and strengthened their mandate as the 
lead for adolescent health. They took the lead in coordinating and analysis 
the data with support from UNICEF, UNAIDS and engagement from UN 
agencies (including UNESCO, UNFPA, ILO, WHO and UN Women) and 
key HIV partners in country (UNICEF, 2016c). UNICEF ensured regional 
colleagues were regularly updated on progress being made in countries 
in the region, which contributed to the regional visibility and mobiliza- 
tion. Particularly for countries undertaking All In activities in priority dis- 
tricts, the assessment processes facilitated efficient work between national 
and sub-national departments through having dedicated time to meet and 
focus on adolescent programming (see Box 4.2 for lessons learnt). 


Box 4.2 Lessons learnt: leadership and collaboration 


° Political will and leadership from the designated ministry or 
national authority is critical in driving the assessment process. 

e Conducting data assessments at the sub-national level increases 
ownership and accelerates the assessment process. 

* Bringing together a wide range of stakeholders, from different 
departments and ministries, improves understanding and work- 
ing relationships. 

e Engaging stakeholders from the very beginning of the assessment 
process is essential to facilitate ownership and commitment. 

e Collaborative working between national and sub-national stake- 
holders ensures sufficient technical support to build capacity 
and enables the effective review of relevant policies and their 
implementation. 

e Building upon existing technical working groups strengthens 
leadership and collaboration. 

° Engaging M&E as well as programme staff improves future data 
collection for adolescents. 

e  Aligning advocacy efforts between multiple stakeholders increases 
its impact and the probability of a successful response. 

e Technical support from joint UN organizations increases politi- 
cal commitment and supports advocacy effort throughout the 
process. 
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Through multi-sectoral technical working groups (TWGs), coordinating 
mechanisms for adolescents were established or strengthened, often for the 
first time (UNICEF, 2016c; UNICEF, 2018a). The TWGs included a range 
of government, civil society and implementing partners. They provided a 
platform for partnership, strengthening knowledge and data sharing, joint 
planning and the implementation of work plans. Four countries (Botswana, 
Kenya, Namibia and Mozambique) have also established TWGs at the sub- 
national level. For the majority of countries where TWGs were established 
as part of All In, these have evolved into formalized structures to support 
ongoing adolescent programming and to accelerate and drive new initia- 
tives (UNICEF, 2018a). 

The multi-sectorial approach provided an opportunity to look beyond 
HIV-specific data and programmes and to review the broader health, pol- 
icy and development context for adolescents. This approach contributed 
to addressing cross-cutting HIV structural drivers. For example, Ethiopia 
observed the inclusion of adolescent HIV in social protection program- 
ming, and in Mozambique, the process led to an evaluation of social norms 
that create barriers for adolescents living with HIV (ALHIV) to access 
services. In both Kenya and Ethiopia, other health departments and non- 
health sectors are starting to focus on adolescent programming (UNICEF, 
2018a). 

The country-level assessments were meant to complement existing HIV 
efforts such as the UNAIDS Fast-Track initiative (Joint United Nations Pro- 
gramme on HIV/AIDS, 2015b), PEPFAR’s Accelerating Children’s HIV/ 
AIDS Treatment (ACT) Initiative (PEPFAR, 2014) and the Eastern and 
Southern Africa (ESA) Ministerial Commitment on sexuality education and 
sexual and reproductive health services for adolescents and young people 
(UNESCO, 2013); as well as new global and regional initiatives on adoles- 
cent health and HIV, including the Global Strategy for Women’s, Children’s 
and Adolescents’ Health (UN, 2015), the PEPFAR DREAMS Initiative 
(PEPFAR, 2015), the Start Free, Stay Free, AIDS Free Fast Track Framework 
(PEPFAR et al., 2016) and the Global Accelerated Action for the Health 
of Adolescents (WHO, 2017). Working and aligning with these initiatives, 
All In has informed, supported and leveraged resources to expand country 
progress in addressing the HIV epidemic in adolescents and ensuring that 
they are at the forefront of the HIV response. 

A key focus of All In is the engagement and mobilization of adolescents as 
leaders and agents of social change (UNICEF, 2016c). The country assess- 
ment process strengthened existing mechanisms to engage adolescents in 
programme design. To facilitate further engagement, the majority of All 
In ESA countries held consultations, focus groups or adolescent and youth 
stakeholder meetings and included adolescent representatives in the TWGs 
(UNICEF, 2016c; UNICEF, 2018a). Mobile technology (U-Report) was also 
utilized to understand views on sexual and reproductive health (SRH) 
and HIV interventions. In Botswana and Mozambique (see Box 4.3), the 
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consultations generated countrywide engagement, including from rural 
areas and groups working with key populations and those with disabilities 
(UNICEF, 2017b). The consultation held in Rwanda was the first time that 
adolescents engaged in policy and programming efforts at the national 
level. At Tanzania’s youth stakeholder meetings, adolescents produced a 
declaration that outlined the key actions and programming requirements 
that they hoped to see. 


Box 4.3 Catalyzing adolescent participation in Mozambique 


All In brought together 28 adolescents from 11 provinces across 
the country to Maputo for an intense debate on improving the HIV 
response. Mozambique’s National AIDS Committee worked to make 
sure that the young people were in charge of the process: they fos- 
tered a safe space for adolescent participation, including the estab- 
lishment of a youth Steering Committee; selected young facilitators; 
and relied on local organizations to choose participants. 


They traveled so far to discuss HIV issues, and they were so 
engaged and involved - they really understood what they were 
talking about. The adults were the shy ones in the back and the 
teenagers were in front. There was a power in the air. 

—Youth advocate and meeting facilitator, Mozambique 


Source: UNICEF (2017b). 


Ethiopia and Namibia leveraged existing youth networks, including those 
for ALHIV, and facilitated the involvement of younger adolescents, who are 
often overlooked. The All In process in Kenya continues to strengthen the 
response of the network of young people living with HIV (YPLHIV), with its 
members leading programming efforts at the sub-national level including 
HIV testing demand generation (UNICEF, 2018a). 

The momentum generated by All In has contributed to and helped sus- 
tain adolescent participation in both policy and programming spaces, not 
only for HIV and SRH but across other health and development areas. Key 
lessons learnt throughout the process can now inform longer-term engage- 
ment with adolescents in the future. 


All In country progress in ESA since implementation 


The All In strategy has impacted multiple areas of HIV programming for 
adolescents. Across the ESA region, the strategy has made adolescents more 


78 Alice Armstrong et al. 


visible, calling attention to their HIV health and well-being. The implemen- 
tation process was seen by some governments’ officials as a breakthrough 
that helped galvanize attention and focus on adolescents (UNICEF, 2018a). 
The country assessments also generated and collated data revealing chang- 
ing dynamics of adolescent epidemiology along the HIV cascade (UNICEF, 
2017b, 2018a). This strategic information is now forming the basis of 
national HIV responses and serving as a critical advocacy tool through the 
development of adolescent-focused work plans and strategies. As a result, 
adolescent HIV issues, including the call and need for tailored approaches 
in accordance with specific age groups (10-14, 15-19 and 20-24 years), 
are now on the radar of policy-makers and decision-makers, and shifts in 
programming are being seen (UNICEF, 2016c). The strategic information 
gathered by the All In country assessments has enabled changes to data 
collection for adolescents, policy and plans, more targeted adolescent HIV 
programming and mobilized resources. The following sections describe the 
progress made in these four pillars of programming. 


Strengthening of strategic information 


The All In country assessments collated available adolescent data and gen- 
erated new adolescent data for the first time. This included critical strategic 
information at the sub-national level that was used immediately to inform 
adolescent programme planning (UNICEF 2017c, 2018a). 

In Kenya and Tanzania, changes were made to key data collection tools 
to ensure national age disaggregation of data (see Box 4.4). The revision 
of tools for the national Health Management Information System (HMIS) 
in Kenya, the Tanzania Health Indicator Survey and the Kenya Population- 
Based HIV Impact Assessment will ensure the routine availability of ado- 
lescent specific data to support targeted programming for this population 
(UNICEF 2017c, 2018a). In addition, this available adolescent data is being 
used to strengthen country HIV estimates through Spectrum Estimation 
and Projection Package modelling. The All In assessments in Botswana also 
strengthened the strategic information components in the new national 
programming framework for adolescents and young adults (UNICEF, 
2018a). 


Box 4.4 Case study: strengthening adolescent 
strategic information in Kenya - revising tools and 
systems for disaggregation 


In Kenya, the Ministry of Health worked together with other partners 
to overcome data availability limitations and challenges. 
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Actions taken: 


Established technical working groups to provide guidance and 
support 

Decided on the key indicators to assess across the HIV cascade 
and within other key sectors for adolescents 

Conducted a desk review of reports to identify and map out avail- 
able denominators and numerators (for the key indicators). 


Additional actions to address data gaps: 


Extracted HIV care and treatment data by age from facility elec- 
tronic medical records and registers to estimate age disaggre- 
gated numerators 

Calculated sub-national adolescent HIV estimates using Spectrum 
EPP modelling by apportioning larger (regional) geographical 
data to estimate smaller area (county-level) population estimates. 


This process and the results pointed to the critical need to strengthen 
and use strategic information for adolescents. As a result, the national 
HMIS data collection tools for HIV were revised to allow for age 
disaggregation. 


Source: UNICEF (2017c). 
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The process was also able to accelerate advocacy efforts in Lesotho, 
Namibia and Zimbabwe on collecting and reporting age-disaggregated 
data, with a push to increase funding and capacity to strengthen data collec- 
tion (UNICEF, 2018a). In Rwanda, where data collection previously allowed 
for age disaggregation, the data was not analyzed or reported accordingly. 
Country-level assessments also highlighted the need for continuous report- 
ing of adolescent data (UNICEF, 2018a). See Box 4.5 for lessons learnt on 
strategic information. 


Box 4.5 Lessons learnt: strategic information 


Utilizing a variety of data systems and sources, including primary 
data collection, provides clarity of programme coverage, needs 
and data gaps. 

Data gaps can be addressed by actively seeking data from alterna- 
tive sources to generate new comprehensive data sets. 
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e The AADM tool can be successfully adapted to the availability of 
data and the country's context. 

e Developing country-specific guidance on how to carry out the 
sub-national analysis (i.e. what data is available, where it comes 
from and potential system challenges) supports the analysis to be 
carried out in other districts. 

e There are limitations to the data, in particular the use of denom- 
inator estimates. However, future use of the newly revised data 
collection tools allowing age disaggregation will reduce these 
limitations. 

e Aligning timelines with other data or programming processes 
provides opportunities to share and advocate for robust data col- 
lection on adolescents. 


Informing national policy and plans 


All In supported the identification of adolescent sub-populations, interven- 
tions and geographic areas of focus, facilitating the inclusion of adolescents 
in relevant policy changes and planning. In Botswana, the process informed 
the development of a National Programming Framework for Adolescents 
and Young Adults, which in turn will direct the National HIV Strategic 
Framework for the next five years (UNICEF, 2018a). Likewise, in Namibia, 
adolescents now feature prominently in the National Strategic Framework 
2017-2019, and its policy on ALHIV is being updated to account for the 
new data and programme changes generated (UNICEF, 2018a). 

The data produced by the country assessments were instrumental in 
informing national plans in Zimbabwe (Accelerated Action Plan for the 
national scale-up of antiretroviral treatment [ART] for infants, children 
and adolescents), Rwanda (National Operational Plan for HIV and Sexual 
and Reproductive Health among Adolescents and Young Adults) and Ethi- 
opia (Adolescent Sexual and Reproductive Health Plan) (UNICEF, 2017d, 
2018a). 

In Kenya, Mozambique, Namibia and Botswana, there are targeted ado- 
lescent activities planned at the sub-national level, showing that change 
from the national to local level can be supported (UNICEF, 2018a). 


Evidence-informed programming 


Given the challenges in generating evidence to inform HIV programming, 
the country-level assessments enabled more targeted programming for 
adolescents as a distinct population group with specific needs, the expan- 
sion and scale-up of existing adolescent programmes and interventions, 
improved collaboration for integrated adolescent interventions, better 
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understanding of adolescent programming and importance of age and 
sub-national data, increased capacity of sub-national implementers and the 
introduction of new adolescent personnel. 

Programmatic changes have been observed across the HIV cascade in 
Kenya. Priority counties have increased outreach programmes to provide 
adolescents and young people with HIV and SRH information, expanded 
HIV testing beyond voluntary counselling and testing (VCT) centres by 
training of hospital and clinic staff, and increased the provision of psycho- 
social support in facilities for ALHIV (UNICEF, 20182). Youth-friendly ser- 
vices have also been revitalized, with key age-specific changes being made 
to services for ALHIV, such as adolescent-only times or queues. Since the 
All In country assessment, Namibia has also expanded psychosocial sup- 
port for ALHIV through support groups and is moving towards national 
scale-up (UNICEF, 2018a, 2018b). Tanzania has developed an integrated, 
multi-layered intervention called Cash Plus, which provides a comprehen- 
sive package including training, mentorship and services for all adolescents 
aged 14-19 alongside a cash transfer programme (UNICEF, 2018c). Box 4.6 
outlines key programming lessons learnt. 


Box4.6 Lessons learnt: programming 


e Scheduling Phase II of the assessment prior to district planning 
maximizes the impact on programming. 

e Allocating sufficient time at the sub-national level to undertake 
the analysis facilitates joint working and capacity building. 

e Adolescent programming capacity at the national level is required 
to sufficiently support the sub-national analysis as well as ongoing 
adolescent programming. 

e Having a clearly established three-phase country assessment, 
including supportive guidance tools, offers credibility to the ini- 
tiative and provides greater confidence for stakeholders invested 
in the outcomes of the process. 

e Sharing assessment results is a critical advocacy tool for improv- 
ing programmes and strategic information for adolescents. 

e Availability of adolescent-specific data offers a powerful advocacy 
tool to leverage resources. 


The capacity of service providers and others working on adolescent health 
has also improved in terms of their understanding of targeted interventions 
and the importance of age and sub-national data to inform adolescent pro- 
gramming (UNICEF, 2018a). In Botswana, the Phase II bottleneck analysis 
in priority districts played a significant role in strengthening the capacity of 
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sub-national level implementers (see Box 4.7) (UNICEF, 2018d). Namibia 
further supported their bottleneck analysis by providing additional train- 
ing for both national and district teams on adolescent HIV during Phase 
II. Lesotho used the assessment outcomes to inform the development of 
adolescent-specific health and sexuality education training curriculums 
(UNICEF, 2018a). 

A number of countries appointed additional adolescent personnel, 
including Kenya, Namibia and Mozambique. In Mozambique, funds 
were provided for technical assistance on adolescent programming to the 
National AIDS Council; in Namibia, an additional three positions at the 
national Ministry of Health were created on HIV prevention and treatment 
(UNICEF, 2018a, 2018b). 


Box 4.7 Case study: building adolescent 
programming capacity at the local level in Botswana 


In Botswana, the National AIDS Coordinating Agency (NACA) led 
the All In assessment, with technical support from UNICEF. Phase 
II was carried out in participation with sub-national stakeholders: 
the District AIDS Coordinators, District Health Management Team 
and representatives from the Ministry of Youth and the Ministry of 
Education. 

Four districts were prioritized based on HIV prevalence, presence 
of key HIV drivers, geographic and demographic settings and per- 
formance of priority interventions. The in-depth analysis of the bot- 
tlenecks provided valuable evidence and understanding to inform 
future sub-national adolescent HIV programming. 

Through this process, capacity was built around: 


e Awareness of adolescents as a distinct population group requiring 
targeted programming and intervention 

e The importance of age and sub-national data to inform adoles- 
cent programming 

e Identifying available data and gaps 

e The importance of utilizing other sector data 

e Understanding of adolescent service delivery gaps and under 
standing of the implementation bottlenecks 

e Sub-national adolescent programme planning. 


Source: UNICEF (2018d). 
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Mobilizing resources 


Since the launch of All In in 2015, international and domestic resource 
investment in adolescent HIV programming has increased in the countries 
that conducted the assessment. The All In process has assisted programmes 
to be more targeted and evidence informed while building in routine pro- 
cesses to make it easier for countries to request and allocate funds for these 
programmes (UNICEF, 2018a). Resources have also been leveraged to 
implement work plans generated as part of the All In process and for the 
expansion and scale-up of key adolescent interventions. 

Across the region, funds from partners and donors, including UNICEF 
and UNAIDS, have supported key milestones of the All In country assess- 
ments. For Lesotho, partners, including Global Fund and PEPFAR, pro- 
vided funds to further strengthen strategic information for adolescents 
(UNICEF, 2018a). In Kenya and Namibia, the integration of adolescent 
activities into larger international development partner operational plans 
and initiatives were particularly successful (see Box 4.8) (UNICEF, 2018a, 
2018b). In Tanzania and Ethiopia, the All In assessment outcomes were 
instrumental in mobilizing additional funds for multi-sectoral programme 
proposals (UNICEF, 2018a). In Mozambique, Namibia and Kenya, funds 
have been allocated to appoint dedicated adolescent HIV personnel, 
increasing adolescent technical capacity at the national and sub-national 
levels (UNICEF, 2018a). 

Additionally, All In assessments contributed to leveraging resources 
from country funding processes for the Global Fund to Fight AIDS, TB, 
and Malaria (GFATM). More specifically, the country assessment outcomes 
provided data and the direction to inform the adolescent components of 
concept notes and proposals for initiatives such as for adolescent girls and 
young women (AGYW) (UNICEF, 2018a). In Mozambique, assessments 
expanded understanding of in-school and out-ofschool health services 
for AGYW, thus informing applications to the Global Fund for funding to 
improve and response to service gaps (UNICEF, 2018a). With the genera- 
tion of routine adolescent strategic information and changes to key policies 
and plans, further domestic and international funds for adolescent HIV 
activities are anticipated, including resources for programme implementa- 
tion (UNICEF, 2018a). 


Box 4.8 Case study: leveraging funds for adolescent 
HIV programming in Namibia 


The All In assessment findings helped Namibia leverage international 
and domestic resources to advance adolescent HIV programme plan- 
ning and implementation. 
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Resources supported: 


° Phase II of the assessment to be carried out 

e The strengthening of national adolescent HIV technical capacity 
through three new positions at the national ministry 

e Implementation of national and sub-national workplans, 
including: 


e Integration into larger international development partner 
operational plans; 

e Expansion and planned national scale up of support groups 
for adolescents living with HIV; 

° Programming for adolescent girls and young woman and for 
older adolescents from key populations. 


Moving forward: challenges and opportunities 


All In has made notable progress for adolescents and young people in ESA, 
catalyzing the HIV response to not only pay attention to their needs but also 
take targeted action. Despite this momentum, these populations continue 
to face barriers to receiving necessary HIV prevention, treatment and care. 
Most recent data indicate increasing numbers of new HIV infections as well 
as regional and gender disparities, highlighting the pressing need for con- 
tinued and sustained efforts in this area (UNICEF, 2017a). For the ado- 
lescent HIV and health response, many programmatic challenges across 
strategic information, policy, planning, implementation and coordination 
remain. 

The implementation of the All In country assessment within the ESA 
region has been varied. Priority countries, without routine disaggregated 
data, may need to repeat the initial assessment, which was completed two 
years ago, while other countries are only now gaining momentum and 
interest in conducting elements of the assessment. Non-priority countries 
have yet to conduct the assessments. Ideally these assessments need to be 
adapted and embedded in systematic monitoring and evaluation efforts 
that inform ongoing HIV programming for adolescents and young people 
across the region. The lessons from All In need to be promoted across ESA, 
where there is an opportunity to improve HIV programming and broader 
adolescent health. These assessments need to improve on processes and 
platforms for documenting case studies and results, in addition to facilitat- 
ing intra- and inter-country peer-to-peer learning. Strengthening technical 
support will also be critical to building programming capacity and imple- 
menting adolescent programmes at national and sub-national levels. 

All In has demonstrated the power of disaggregated data, especially at 
the sub-national level, showing that its routine collection and integration 
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within existing data systems is achievable. However, for many ESA coun- 
tries at the centre of the HIV epidemic, this granular level of data is still 
not systematically available. Ongoing advocacy for routine age- and sex- 
disaggregated data remains of critical importance as an essential require- 
ment for adolescent programming (UNICEF, 2016a, 2016b). The promo- 
tion of the AADM tool and the supportive guidance generated (UNICEF, 
2016a, 2016b) by All In, together with technical support, are urgently 
required to strengthen strategic information for this age group. Further- 
more, to guarantee meaningful analysis, additional collaborative efforts 
are needed with national statistics departments to ensure appropriate sam- 
ple sizes are reached while surveying the adolescent population. Although 
All In has used programmatic data to inform adolescent HIV program- 
ming, further support to data systems specific to adolescents is needed. 

Although data across the HIV cascade are becoming more available, 
gaps remain, with less known about other important adolescent issues that 
extend beyond HIV, including sexual violence, mental health and sub- 
stance abuse. These issues are increasingly prevalent and data is impor- 
tant for developing coherent, comprehensive programmes that target this 
transitional period of adolescence in a more deliberate way (Vreeman, 
McCoy and Lee, 2017; Lundgren and Amin, 2015). However, limited sys- 
tematic data collection and analysis is in place, highlighting the need for 
health and other sector data systems to be adapted and harmonized. This 
could be achieved through the development of a central data repository 
for adolescents that is regularly updated, maintained, analyzed and easily 
accessed by those by the appropriate programme managers. Additionally, 
new indicators need to be established, including those for adolescents’ 
participation and empowerment, to ensure their evolving contributions 
and engagement are monitored. For younger adolescents (10-14 years) 
and adolescent key populations, data are scarce and often anecdotal. 
Using community-based participatory approaches or implementing com- 
munity or youth advisory boards that engage adolescents as partners 
can support relevant, ethically and appropriate research, especially for 
adolescents from key populations (Auerswald, Akemi Piatt and Mirzaza- 
deh, 2017). 

As a result of All In, targeted interventions for adolescents have now been 
planned and implemented. It is now vital to understand which of these 
interventions work and why. Ongoing mechanisms for monitoring the effec- 
tiveness of programming, including implementation science, should be 
developed to understand aspects of feasibility and sustainability — ultimately 
informing on how to take adolescent-targeted interventions to scale (Indig 
et al., 2017). Ensuring the quality of these interventions at scale demands 
clear policies and plans as well as tools to facilitate implementation, such as 
standard operating procedures (WHO, 2015b). Most importantly, targets 
and benchmarks need to be set to assess progress, facilitating the monitor 
ing of equity in access and use of services by age, sex, geography and other 
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socio-demographics, and programme performance for adolescents across 
multiple sectors. 

Through All In, adolescents have become a prominent group in national 
policies and plans. Nonetheless, it is important that this population is not 
only included but that the content takes into account their distinct develop- 
mental differences, targeting its response accordingly. Such policy develop- 
ment is dependent on sufficient evidence from programmes and research. 
Academics have a key role in conducting research that is responsive to 
national contexts and priorities (WHO and IAS, 2017). Advocacy at the 
country and regional levels is essential for policies to overcome the ethi- 
cal and legal challenges and age of consent barriers. These barriers limit 
access to essential HIV and health services and prevent data collection and 
analysis — a key priority for understanding and accessing adolescents, espe- 
cially those between 10-14 years of age. 

Coordination and engagement of stakeholders including adolescents 
were critical to the success of All In. The continuation and strengthening 
of TWGs will serve to advance collaboration and further facilitate emerging 
initiatives. The development of ongoing systematic processes that ensure 
the meaningful participation of adolescents and young people is funda- 
mental. Achieving this demands requires investment and support for the 
capacity building of national and regional mechanisms and networks of 
adolescents and young people. Overall, for adolescent well-being — not just 
health or HIV - a comprehensive multi-sectoral response requires establish- 
ing a national institutional framework, as demonstrated by the National 
AIDS Councils for HIV. This approach could provide an accountability 
mechanism and platform for adolescent programme planning and house 
a central database. 

With a competitive funding landscape for HIV, there is a need to optimize 
available resources. A clearly articulated case for investment supported by 
robust data and targeted programmes will ensure the greatest impact for 
this population. While All In successfully leveraged resources, there is a 
requirement for national ownership through domestic fund allocation, 
thus ensuring that adolescent programmes are embedded in government 
investments rather than ad hoc external funding initiatives. 


Conclusion 


All In has demonstrated that collating available adolescent-specific data — 
and in a number of countries, generating new data for the first time — is 
possible. The program has been at the forefront in supporting sustainable 
long-term change in national adolescent programming within the ESA 
region. This change places adolescents and young people at the centre of 
HIV programming and decision-making. The All In country-level assess- 
ments have indicated the need for comprehensive multi-sectoral focus on 
adolescents. They have catalyzed engagement and collaboration across 
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multiple sectors in an inclusive and coordinated way, providing a visible 
and structured mechanism for the engagement and participation of adoles- 
cents in HIV and SRH issues. 

The data collated and generated though the country assessments initi- 
ated important discussions and led to improvements in national data col- 
lection tools to allow for routine age and sex disaggregation, including at 
the sub-national level. This collation of data and improvements in some 
national data systems catalyzed the targeting of HIV interventions, the 
inclusion of adolescents in programming discussions and development, the 
development of adolescent-specific operational plans and the inclusion of 
adolescent interventions in national strategic plans. It also helped make 
a strong case for investment in adolescent HIV and leveraged additional 
resources from both government and other partners. 

Above all, All In facilitated a differentiated approach to HIV for adoles- 
cents and generated a momentum that must be sustained. We learned that 
having adolescent-specific data is critical to designing and implementing 
programmes that are responsive to the unique needs of adolescents living 
with, at risk of and affected by HIV. It is vital that we share the lessons and 
steps taken so that programmes review, use and generate data on adoles- 
cents to strengthen the HIV response, and that these processes are routine 
and systematically part of our HIV review to strengthen HIV strategies and 
responses. Without a persistent, coordinated response that builds upon the 
insights and successes of All In, improving adolescents’ health and well- 
being and ending the AIDS epidemic for this population will not be real- 
ised by 2030. 
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5 Three billboards to support 
ethical-legal adolescent 
HIV prevention research in 
Eastern and Southern Africa 


Ann E. Strode and Catherine M. Slack 


Introduction 


It is a universally accepted legal norm that children (individuals under the 
age of 18) have fundamental human rights, like adults, and these rights 
may only be limited in justifiable circumstances (United Nations General 
Assembly: Convention on the Rights of the Child [CRC], 1989; Teddy Bear 
Clinic for Abused Children and Another v Minister of Justice and Consti- 
tutional Development, 2013). The South African Constitutional Court has 
succinctly set out the rationale for this approach by stating: 


Every child has his or her own dignity. If a child is to be constitution- 
ally imagined as an individual with a distinctive personality, and not 
merely as a miniature adult waiting to reach full size, he or she cannot 
be treated as a mere extension of his or her parents. 

(S v M, 2007, p. 11) 


The Convention on the Rights of the Child (CRC) is premised on the princi- 
ple that all children are right bearers with inherent dignity (United Nations 
General Assembly, 1989). It is underscored by four principles, namely the 
right of every child to not be discriminated against; to survival and devel- 
opment; to have their best interests accounted for; and to be involved in 
decision-making which impacts them (United Nations General Assembly, 
1989). These principles ought to inform the way in which we approach 
all public health programming for children, including the development of 
new HIV prevention interventions. 

There is a critical need to evaluate whether HIV prevention modalities 
are safe and effective for use in a sub-set of children, namely, adolescents 
(Abdool-Karim and Dellar, 2014). Adolescents are often defined as persons 
aged 10-19 and this broad definition is widely accepted, even though it does 
not fit neatly with legal definitions that end childhood at 18 (United Nations 
General Assembly, 1989). In this chapter, we will highlight the complexities of 
undertaking HIV prevention research with persons who have evolving capac- 
ity to make health-related choices and are accorded special protections in law. 
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Prior work has examined how the principles in the CRC can be utilized to 
consider thoughtful involvement of adolescents in HIV prevention studies 
(Busza et al., 2016). This chapter builds on that work by critically discussing 
the legal and ethical complexities of involving adolescents in HIV preven- 
tion studies in Eastern and Southern Africa (ESA). 

Inspired by the title of the 2017 Hollywood film (Three Billboards outside 
Ebbing, Missouri), this chapter first highlights that including adolescents in 
HIV prevention studies is legally and ethically justified; second, it empha- 
sizes that the legal ethical complexities of involving them are resolvable; 
and third, it outlines how various stakeholders can “come to the table” to 
promote adolescent enrolment in HIV prevention trials. 


Billboard 1 — adolescent HIV prevention research is legally 
and ethically justified 


A fundamental human right is, as the International Covenant on Eco- 
nomic, Social and Cultural Rights (ICESCR) records: everyone is entitled 
to “the highest attainable standard of physical and mental health” (United 
Nations Office of the High Commissioner for Human Rights [OHCHR], 
1966, p. 4). The CRC uses the same terminology when describing chil- 
dren’s rights (United Nations General Assembly, 1989). The African Char- 
ter on Human and People’s Rights (ACGPR) formulates this in a similar 
manner, stating that all people have the right to the “best attainable state 
of physical and mental health” (African Commission on Human and Peo- 
ples’ Rights [ACHPR], 1981, p. 3). It is argued that to achieve this goal (of 
“best” or “highest” “attainable standard” of healthcare), ongoing research 
is required to develop and improve interventions, treatments and services. 

Furthermore, when research is undertaken, everyone has the right to 
benefit from it. Article 15 of the ICESCR states that everyone is entitled to 
“enjoy the benefits of scientific progress and its applications” (OHCHR, 
1966, p. 5). Recently, this has been referred to as a “right to science” (Scan- 
lon et al., 2017). It is suggested that the right has three core elements, all of 
which place obligations on the state (Scanlon et al., 2017). These elements 
are, first, an obligation on the state to ensure everyone benefits from sci- 
ence; second, a right to contribute to scientific advances and a freedom to 
undertake research; and third, a right to be involved in scientific decision- 
making (Scanlon et al., 2017). 

The CRC does not itself expressly refer to a child’s rights regarding 
research or science. However, point 29 of the General Comment No. 3 
(2003) on HIV/AIDS and the Rights of the Child issued by the Committee 
on the Rights of the Child emphasizes: 


Consistent with article 24 of the Convention, State parties must ensure 
that HIV/AIDS research programmes include specific studies that 


94 Ann E. Strode and Catherine M. Slack 


contribute to effective prevention, care, treatment and impact reduc- 
tion for children. 
(p. 23) 


General Comment No. 5 of 2003 asserts further that states should ensure 
that this is done in a particular way: 


The Committee emphasizes that, in many cases, only children them- 
selves are in a position to indicate whether their rights are being fully 
recognized and realized. Interviewing children and using children as 
researchers (with appropriate safeguards) is likely to be an important 
way of finding out, for example, to what extent their civil rights, includ- 
ing the crucial right set out in article 12, to have their views heard and 
given due consideration, are respected within the family, in schools and 
so on. 


(UN Committee on the Rights of the Child [CRC], 2003, p. 41) 


The approach in this General Comment reflects a shift towards protect- 
ing children from unsafe, ineffective interventions through data obtained 
from children themselves, via rigorous studies, and away from protecting 
children from research participation per se (Nelson et al., 2010). The General 
Comments quoted above show that the Committee on the Rights of the 
Child (the body which ensures implementation of the CRC) interprets the 
health rights within the CRC to include child participation in research. 

Likewise, there are ethical arguments for including adolescents in HIV 
prevention trials that can be made through the application of key ethical 
principles — beneficence and justice, based on various international ethical 
guidelines. 

The principle of beneficence motivates the inclusion of children in research 
because it requires researchers to strive for the greater good. In the case of 
HIV prevention research, this point has been argued because HIV is a sig- 
nificant health threat and health challenge for many adolescents, including 
in Africa: 


Beneficence provides an ethical basis for conducting research that may 
improve health and a basis for maximizing the benefit of research and 
minimizing its risk. Research with adolescents may have important ben- 
efits to individual adolescents, and it may benefit adolescents as a group 
as well. 

(Santelli et al., 2003, p. 398) 


Accordingly, the ethical principle of beneficence as grounds to promote 
the welfare of enrolled children, and to consider benefits to “children 
as a social group . . . through the implementation of evidence-based 
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policy-practice” is a recommended consideration for researchers (UNICEF, 
2013, p. 17). 

The ethical principle of non-maleficence (to avoid harm) can also be 
invoked to enable inclusion of children/adolescents in research. For exam- 
ple, not testing products on adolescents can result in their exposure to 
interventions that are potentially ineffective and possibly harmful: 


In general, this lack of information results in higher risks for . . . adoles- 

cents from being exposed to interventions where little is known about 

their specific effects or safety in this population. Therefore, it is impera- 
tive to involve .. . adolescents in research. 

(Council for International Organizations of 

Medical Sciences [CIOMS], 2016, p. 66) 


Also, the ethical principle of justice underpins efforts to include adolescents 
in research, as it requires adolescents to be treated equally: 


The principle of justice demands a fair sharing of both risks and ben- 
efits. If certain groups of persons are systematically excluded from 
participation in research, these groups may not share in the beneficial 
results of that research. Promoting full participation by groups that his- 
torically have been excluded from research and its benefits is founded 
on the principle of justice. The interests of justice demand that adoles- 
cents... not be excluded from participation in research that may have 
direct or indirect benefit. 

(Santelli et al., 2003, p. 398) 


Another ethical principle that is relevant is that of respect for persons (Santelli 
et al., 2003), which encourages researchers to show respect for the evolving 
ability of adolescents to make decisions about participation in research and 
to recognize adolescent limitations in judgement when consent approaches 
are designed. 

When international ethical-legal principles are applied in the context of 
HIV prevention, it is argued that enrolling adolescents in such research is 
justified both legally and ethically. First, using the Scanlan, Macnaughton 
and Sprague approach it is submitted that countries have a responsibility to 
ensure that the highest attainable standard of healthcare is provided to chil- 
dren. As stated previously, adolescents are at an increased risk of contracting 
HIV and interventions are necessary to address their particular vulnerabil- 
ity to infection (Bekker et al., 2015; Hosek and Zimet, 2010; Shah et al., 
2018; Osmanov, 2007). More specifically, adolescent behaviours place them 
at risk of HIV (e.g. early sexual debut, inconsistent condom use). Features 
of adolescence may also heighten their HIV risk (e.g. sensation-seeking). 
Structural factors may impact their risk (e.g. inadequate frameworks for 
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their access to services). Adolescents constitute a key population for HIV 
intervention including for biomedical approaches (Hosek and Zimet, 2010; 
Wilson et al., 2010). 

Extrapolation of data from adult studies (e.g. on safety, acceptability, effi- 
cacy) may be very difficult. Even where such extrapolations may be made, 
some studies will be necessary to answer specific questions of safety, fea- 
sibility, acceptability or adherence in the adolescent group given the dif- 
ferences in the way adolescence may react to, metabolize or respond to 
interventions only tested in adults. Also, regulatory approval will likely 
require data from this group (for “youth labelling indications,” i.e., detail 
in the package insert which describes dosage and possible side effects for 
young people). Ideally this should be concurrent with adult product licen- 
sure to prevent off-label use (Kapogiannis et al., 2010), where adolescents 
make use of prevention products in an manner unsupported by evidence 
or regulatory approval. 

In summary, it is argued that failing to address the needs of adolescents 
for HIV prevention violates their right to the highest attainable stand- 
ard of healthcare as provided for in both the CRC and the ICESCR. This 
argument is supported by the wording in Article 24(2) (f) of the CRC that 
requires state parties to “develop preventive health care” as part of a child’s 
right to health (CRC, 2003, p. 172). Arguably, preventive healthcare cannot 
be developed without research involving adolescents. This interpretation of 
Article 24 in the CRC is confirmed by General Comments 3 and 5, referred 
to earlier, both of which require research to ensure the promotion of chil- 
dren’s right to health. 

The legal rights-based argument - that research is an essential element 
of the right to ensure the highest attainable standard of health — is sup- 
ported by the approach in ethics guidelines in many countries. South Afri- 
can ethics guidelines remind researchers that while adolescents should not 
bear research burdens unnecessarily, adolescents *are entitled to improved 
health care based on findings drawn from rigorous research conducted 
in the child population" (South Africa Department of Health [SA DOH], 
2015, p. 28). Researchers are also encouraged to avoid the systematic exclu- 
sion of *vulnerable participants because to do so is unfairly discriminatory 
and vulnerable persons are potential beneficiaries of relevant research" 
(SA DOH, 2015, p. 8). This ethical approach is similar to the legal one, as it 
is premised on obligations to achieve a high standard of health. 

Second, failing to undertake adolescent HIV prevention studies, and 
excluding adolescents as participants, violates adolescents' rights to equal- 
ity. It would be wrong for adults to “enjoy the benefits of scientific pro- 
gress" while adolescents do not, insofar as they access interventions with 
little safety or effectiveness data for their age category (OHCHR, 1966, p. 5; 
Strode et al., 2014). 

Third, using the Scanlan et al. approach, it is submitted that a core part 
of the right to science is to participate in its development (Scanlon et al., 
2017). Excluding adolescent participants from studies of HIV prevention 
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means that we violate one of the one core principles underpinning the 
CRC, that of child participation. This impacts directly on the interventions 
we are trying to develop for this age category. Ivan-Smith and Johnson 
(1998) have stated that vital information is needed in order to develop solu- 
tions that will address adolescent concerns. 

It also undermines adolescents’ right to dignity (S v M, 2007). The CRC 
recognizes that every child has inherent worth (United Nations General 
Assembly, 1989). Delaying adolescents access to potentially life-saving inter- 
ventions to prevent HIV violates their dignity as it shows a lack of commit- 
ment to addressing their particular needs, implying they are of less value in 
a national HIV prevention programme. 

Likewise, ethics guidance suggests a need to recognize the “positive ben- 
efits that well-conducted clinical research can bring, and the dangers of 
providing healthcare that is not underpinned by a solid evidence base” 
(Nuffield Council on Bioethics, 2015, p. 80). 


Billboard 2 — stakeholders must prepare for complexities 
related to adolescent capacity and adolescent behaviour 


It is evident that adolescent enrolment in HIV prevention studies is critical, 
yet features of adolescence may potentially heighten risk of study-related 
harm and potentially undermine comprehension required for agreement 
to take part. For example, sensitivity to peer evaluation may heighten their 
experiences of stigma from trial participation, or deficiencies in abstract 
reasoning or conceptual thinking and experiential immaturity may com- 
promise their ability to understand research and research-related risks 
(MacQueen and Abdool-Karim, 2007). Furthermore, HIV prevention stud- 
ies may involve invasive procedures with the potential for risk and burden. 
Adolescents may undergo sexual risk assessments, contraceptive compli- 
ance assessments, STI and/or HIV testing and product administration 
(Bekker, 2014, 2015). 

In ESA, the enrolment of adolescents in HIV prevention studies is not 
a simple endeavour. Complexities relate to regulatory frameworks that 
do not adequately address issues relating to the study population (adoles- 
cents). Some frameworks also provide insufficient guidance on complexi- 
ties related to the study questions and procedures (e.g. sensitive, stigmatized 
behaviours related to sexual activity or identity, such as same-sex behav- 
iour). The following sections describe some of these complexities and ways 
in which researchers, research ethics committees and other stakeholders 
can respond to them. 


Adolescent capacity 


The complexity with involving persons under the age of 18 in studies is 
that they lack full legal capacity (United Nations General Assembly, 1989; 
World Health Organization [WHO], 2018). This generally necessitates 
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the assistance of an adult entrusted with decision-making authority, which 
is usually the parent or guardian (Strode et al., 2010; WHO, 2018). It is 
generally recognized that parents/guardians generally are the individuals 
who would have knowledge of what their child needs are, would protect 
them from risks and hazards and would protect their interests (Santelli 
etal., 2017), given adolescents’ inexperience regarding decision-making in 
real-world situations (Santelli et al., 2003). This has led to many countries 
requiring parental/guardianship permission for adolescent participation 
in studies (CIOMS, 2016). 

Responses to lack of adolescent capacity are reflected in the ethical-legal 
frameworks of several ESA countries, where adolescents are only able to 
participate in health research with parental or guardianship consent (Grant 
and Patel, 2016). Table 5.1 provides information from four countries to 
illustrate this point. 

Table 5.1 shows that in some ESA countries hosting prevention studies, 
the legal framework narrowly confines acceptable consent strategies to 
parental/guardianship consent. This consent strategy means dual decision- 
making (parental permission and adolescent assent), and it is not straight- 
forward because: 


1 Some adolescents may not be cared for on a day-to-day basis by their 
parents or legal guardians (Strode and Slack, 2011). 

2 The values and preferences of both parties may not be aligned. 

3 There may be power disparities between children and adults, and some 
societies may place a high social value on obedience, which might 
tempt adolescents to align their decisions to parental preferences over 
their own. 

4 Most critically, many adolescents generally do not want their parents 
to know about sexual activity or sexual orientation that might attract 
parental disapproval or sanction (Abdool-Karim and Dellar, 2014; Gil- 
bert et al., 2015; Hosek and Zimet, 2010; Knopf et al., 2017; Shah et al., 
2018; Wallace et al., 2018). 


RECs reviewing trials in such settings may be sympathetic to the above 
problems; nevertheless, they face an ethical-legal dilemma in that they are 
required to act ethically and to comply with legal obligations. Where there 


Table 5.1 The legal age of consent to health research in selected ESA countries 


Country Age of independent consent to health research 


Ethiopia 18 
Kenya 18 
Mozambique 21 


South Africa 18 
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is a conflict between law and ethics the REC ought to seek advice on the 
way forward. A principled position should be developed and institutional 
support sought to ensure consistency in REC decision-making. 

The situation is also complex because although children do not have full 
legal capacity until they are 18, their capacity is constantly developing. The 
CRC recognizes that (a) as adolescents get older, their capacity evolves, and 
(b) even where adolescents lack full legal capacity, they ought to be involved 
in decisions that affect them (United Nations General Assembly, 1989; WHO, 
2018). 

Some countries have acknowledged this and passed legislation that rec- 
ognizes the capacity of children under the age of 18 to consent indepen- 
dently to various sexual and reproductive health interventions (Shah et al., 
2018). However, other countries, particularly in ESA, have been slow to pass 
laws that provide adolescents the right to consent independently to sexual 
and reproductive interventions (see Table 5.2). Where the law is silent on 
this issue, it is presumed that adolescents in such settings will require paren- 
tal or guardianship consent for the listed interventions. 

Reading Tables 5.1 and 5.2 together, this means that in some ESA coun- 
tries hosting prevention studies, parents are required to give permission for both 
enrolment and various study-related components. In such instances, adolescent 
participants will have little expectation of privacy for components where 
parents have given permission. However, study participation itself may be 
even less appealing for adolescents, who may not wish their parents to con- 
sent for and receive information about sensitive components such as STI 
or HIV testing or contraception use (Hosek and Zimet, 2010; Strode and 
Essack, 2017); this may deter them from enrolment. 


Table 5.2 Ages of consent in selected ESA countries to medical treatment, contra- 
ceptives and HIV testing 


Country Medical treatment Contraceptives HIV testing 


Botswana 16 16 16 
DRC Unclear Unclear 18 
Ethiopia 18 18 15 (policy) 
Kenya Unclear Unclear 18 
Lesotho 12 12 12 
Malawi _ _ 15 
Mozambique = = 16 
Namibia 14 _ 14 
Rwanda _ 15 15 
South Africa 12 12 12 
Eswatini 12 12 12 
Tanzania _ _ 18 
Uganda _ _ 12 
Zambia _ _ 16 
Zimbabwe _ _ 16 


Source: Grant and Patel (2016). 
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Again reading Tables 5.1 and 5.2 together, this also means that in some 
ESA countries, parents are required to give permission for enrolment into 
HIV prevention studies but are not required to give permission for various 
components adolescents will likely receive in such studies. For example, in 
three countries adolescents require parental consent for study enrolment 
below age 18 but can self-consent to HIV testing below age 18. These are Ethi- 
opia (HIV testing 15, research 18), Mozambique (HIV testing 16, research 
21) and South Africa (HIV testing 12, research 18). In such instances, care- 
ful thought must be given as to how researchers will respect adolescents’ 
rights to consent to certain sexual and reproductive components within the 
context of research where parental consent has been sought for enrolment. 


Adolescent behaviour 


Another category of ethical-legal complexities relates to the adolescent 
behaviours that may be uncovered or explicitly researched during stud- 
ies of HIV prevention. These complexities often flow from an intersection 
between the research questions and procedures on the one hand and the 
criminal law on the other hand. Some HIV prevention studies might enrol 
at-risk or high-risk adolescents to answer key questions about the safety, tol- 
erability or efficacy of products for HIV prevention. In such studies, sexual 
activity may be an eligibility criterion for enrolment. Even if this is not the 
case, the research team may come to know (in some way or another) about 
adolescent sexual activity (e.g. through behavioural questionnaires, in-depth 
interviews, tests or examinations, or even inadvertent disclosure) (Strode 
and Slack, 2009). In many countries, persons cannot lawfully consent to sex 
below the age of 18, for example in Ethiopia, Kenya, Mozambique, Rwanda, 
Tanzania and Uganda (see Table 5.3). In such instances, researchers should 
establish if there are mandatory reporting obligations on researchers to 
report adolescent participants who are breaking the law by engaging in 
underage but consensual sexual activity. Here researchers may be con- 
cerned that they will not be able to provide adolescent participants with 
directed prevention counselling that they are expected to provide (cf. 
United Nations Programme on HIV/AIDS [UNAIDS] and World Health 
Organization [WHO], 2012) because adolescents will understandably not 
make full disclosures of their risks when such risks relate to criminal activity. 

This situation holds true for South Africa, where we have outlined several 
complexities which result from mandatory reporting obligations in the Sex- 
ual Offences Act, which require persons who know about a sexual offence 
against a child to report this to the police. (Bhamjee et al., 2016; Strode and 
Slack, 2009, 2013; Strode et al., 2013; Strode et al., 2014; Slack et al., 2007a; 
2007b; Parliament of South Africa, 2007). If strictly applied, several harms 
may accrue to adolescent participants. 

Adolescent participants might divulge other behaviours that are crimi- 
nal offences, such as same-sex behaviour. Researching illegal behaviour 
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Table 5.3 Ages of consent to sex in selected ESA countries 


Country Sex 

Botswana 16 

DRC 14 (females); 18 (males) 
Ethiopia 18 

Kenya 18 

Lesotho 16 

Malawi 13 (females); 12 (males) 
Mozambique 18 (females); age for males unclear 
Namibia 16 

Rwanda 18 

South Africa 16 

Eswatini 16 

Tanzania 18 

Uganda 18 

Zambia 16 

Zimbabwe 16 


Source: Grant and Patel, 2016. 


Table 5.4 Same-sex behaviour in selected ESA countries 


Country Illegal? 


Botswana No 
Ethiopia Yes 
Kenya Yes 
Lesotho Yes 
Malawi Yes 
Namibia Yes 
Eswatini Yes 
Uganda Yes 
Zambia Yes 
Zimbabwe Yes 


Source: Grant and Patel, 2016; Motshidiemang, L. o Attorney Gen- 
eral and Lesbian, Gays and Bisexuals of Botswana 2019. 


is not unethical per se; however, where such behaviours triggers manda- 
tory reporting to authorities, this poses a complex ethical-legal dilemma. 
Table 5.4 shows that same-sex sexual behaviour is an offence in several 
countries in ESA. In such settings, potential adolescent participants might 
be deterred from enrolling in research that identifies such “criminal” 
behaviour. Researchers may be anxious that if they do not comply with 
mandatory reporting obligations they might attract criminal sanctions for 
themselves, but if they do report, then considerable sanctions might accrue 
to their participants. Here the interests of adolescent participants are pitted 
against legal obligations (Bhamjee et al., 2016). Researchers and RECs in 
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such settings may not have access to national ethics guidelines that provide 
thoughtful responses to mandatory reporting dilemmas. RECs themselves 
may be concerned about their own liability if they approve research with 
an ethically grounded approach that is inconsistent with the law (Strode 
et al., 2018). 


Billboard 3 — stakeholders can advance adolescent HIV 
prevention research 


The success of clinical trials of HIV prevention products requires cooper- 
ation between multiple stakeholders with various expertise and interests 
(United Nations Programme on HIV/AIDS [UNAIDS] and AIDS Vaccine 
Advocacy Coalition [AVAC], 2011), and nowhere is this more obvious than 
in adolescent trials. Next we set out the roles that should be played by a 
wide range of stakeholders in order to promote the rights of adolescents to 
benefit from the ever-evolving science of HIV prevention. 


Ethics guideline developers 


Guideline developers should ensure that national ethics guidelines encour- 
age the inclusion of adolescents in critical research. More specifically, ethics 
guidelines should explicitly address the conditions under which waivers of 
parental consent will be allowed. For example, the Kenyan national guide- 
lines (National AIDS and STI Control Program [NASCOP], 2015) allow 
this when parental consent is not a “reasonable requirement" or where it 
will be “inappropriate,” such as in studies involving gay or transgender per- 
sons (p. 24). An international ethics document from WHO (2018) refers 
to conditions such as study sensitivity (e.g. sexual activity) and appropriate 
risk thresholds. Also, national ethics guidelines should address the issue of 
adolescent privacy; for example, the Kenyan national guidelines (NASCOP, 
2015, p. xiii) argue that privacy for *some components" (e.g. family plan- 
ning) must be maintained even when a parent gives permission for enrol- 
ment. Furthermore, national guidelines must address ethical approaches 
to mandatory reporting of underage sex and other illegal behaviour. For 
example, Kenyan guidelines assert that adolescents should understand the 
“possibility of such [mandatory] reporting" (NASCOP, 2015, p. xiii). In our 
view, guidelines should explicitly recommend an ethical approach that miti- 
gates against research-related negative social impacts presented by manda- 
tory reporting and its attendant criminal sanctions. For example, the South 
African Department of Health (2015) national ethics guidelines call for 
researchers to avoid “thoughtless reporting" (p. 35) to authorities. Guide- 
line developers should ensure that there is a balance between child partici- 
pation (United Nations General Assembly, 1989), child protection (United 
Nations General Assembly, 1989) and research facilitation (Strode, 2015). 
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RECs or IRBs 


RECs may need to review and approve alternate consent approaches, where 
parental consent will be a significant impediment to the enrolment of high- 
risk adolescents (Wallace et al., 2018). Where parental waivers are allowed 
in national ethics guidance but not in law, then RECs must prepare for a 
complex ethical-legal dilemma, and we recommend they should approve 
consent strategies in line with national ethics norms (Strode et al., 2018). 
We argue that this is appropriate as their primary function is to act ethically 
and to protect research participants from harm. Nevertheless, they must 
accept responsibility for this approach and be able to justify their deviation 
from the law in line with national ethics guidance (Strode et al., 2018). In 
addition, RECs should fully engage with and review ethical approaches to 
mandatory reporting. In prior papers we have laid out various components 
of an ethical approach to South African reporting requirements (Bhamjee 
et al., 2016; Slack et al., 2007b; Strode et al., 2013; Strode and Slack, 2009, 
2013). REC members should vigorously debate the nature and extent of 
reporting obligations within the context of each HIV prevention study to 
establish whether reporting will protect adolescents or simply trigger crimi- 
nal sanctions and further alienation from support. RECs should consider 
whether there are sufficient protections outlined in the protocol for ado- 
lescents engaged in risk behaviour (e.g. through onsite counselling and 
referral) given the REC’s central role in promoting the rights and welfare 
of participants (Amdur and Bankert, 2011). RECs should carefully balance 
their core mandate with societal needs to respond to “criminal” behaviour. 

In general, RECs should have members that are fluent in laws affect- 
ing children and the limitations of such laws, as well as the likely nega- 
tive impacts on enrolment in socially valuable, otherwise ethical research. 
RECs should have members prepared to debate and explicitly adopt 
approaches to adolescent enrolment that are thoughtful, well grounded 
in relevant ethics principles, and transparently accessible by researchers. 
REC members should be guided by their primary role to protect research 
participants rather than adopt the role of “law enforcement.” RECs may 
well find themselves in an ethical-legal conflict regarding consent and 
reporting approaches (Strode and Slack, 2015; Strode et al., 2018), and in 
such instances they should seek reassurance about their collective liability if 
they approve approaches that are inconsistent with the law but are ethical 
(Strode et al., 2018). The institutions that host RECs should have insurance 
that protects REC members in the event of a delictual claim for damages 
resulting from an REC decision (Strode et al., 2018). 


Researchers 


As discussed earlier, adolescents may reluctant for their parents to know 
about sexual activity or orientation (Hosek et al., 2016; Pettifor et al., 2018), 
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therefore parental consent may present a considerable barrier to the enrol- 
ment of high-risk youth or sexual or gender minority youth (Gilbert et al., 
2015; Knopf et al., 2017; WHO, 2018). This concern will exist even where 
the interviews are conducted in a private space, as it relates to parental 
knowledge of the nature of the study and its enrolment criteria. 

In such instances researchers should explore whether the ethical 
framework (i.e. national ethics guidelines) will support a waiver of paren- 
tal consent, even where local laws mandate parental consent, thus allow- 
ing self-consent by older adolescents (Strode et al., 2018). For example, 
South African and Kenyan national guidelines allow such waivers under 
some instances (SA DOH, 2015; NASCOP, 2015). In South Africa, the REC 
requires evidence of engagement with community stakeholders, which 
is also recommended by WHO (2018). In addition, researchers should 
engage with the responsible REC regarding the optimal consent approach. 
Where the availability of parents/guardians is an impediment, then seek- 
ing to secure permission from an alternative proxy consenter such as a 
caregiver may be appropriate (Strode and Slack, 2009). However, it is not 
clear whether adolescents would perceive the involvement of caregivers 
as a similar deterrent. 

With parental waivers and self-consent strategies, researchers must con- 
sider “decisional supports” (Knopf et al., 2017) to provide adolescents with 
additional protections in their decision-making (Gilbert et al., 2015). Ado- 
lescents who self-consented to a PrEP trial reported feeling well informed and 
volunteering freely, yet some wished for additional support at enrolment, 
which supports the inclusion of such supports (Knopf et al., 2017). This 
means that researchers should enable adolescents to discuss their decisions 
with trusted adults (Shah et al., 2018), even chosen by adolescents (Santelli 
et al., 2017). Researchers should assess capacity for self-consent and care- 
fully assess comprehension of study concepts (Santelli et al., 2003). They 
should tailor consent processes to target deficiencies in decision-making, 
such as susceptibility to peer pressure and favouring of short-term rewards 
over long-term risks (Shah et al., 2018). 

Where parental involvement in enrolment will be the consent approach, 
a privacy strategy must be delineated, that is, which information parents 
will be informed about. It is clear that children, like adults, have a right 
to privacy (United Nations General Assembly, 1989), but adult expecta- 
tions about access to private information must be fully clarified. It follows 
that some parents may refuse permission for their child’s enrolment if the 
privacy strategy means parents may not be directly informed for compo- 
nents to which adolescents self-consent, as set out elsewhere (Strode and 
Essack, 2017; Bhamjee et al., 2016; Strode and Slack, 2011, 2013; Strode 
et al., 2010; Slack et al., 2007a). Careful development of a privacy strategy 
may well facilitate adolescent enrolment. Also, researchers need to plan 
an ethical approach to mandatory reporting, namely, an approach that is 
engages fully with the law that criminalizes the behaviour and any attendant 
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requirements to report this to authorities; in other words, the approach 
should not merely ignore such requirements or demonstrate ignorance 
of them (Bhamjee et al., 2016). The approach should carefully justify not 
reporting such consensual behaviour to authorities by invoking ethical 
principles to promote the welfare of enrolled participants and to avoid 
research-related harms to them, and the approach should ensure that ado- 
lescents engaged in at-risk behaviour receive appropriate help and services 
for at-risk behaviour (Bhamjee et al., 2016). Researchers should set this out 
in an application to RECs for a waiver of reporting obligations, as set out 
elsewhere (Bhamjee et al., 2016). 


Adolescents 


Adolescents should understand the personal implications of approaches 
to consent, privacy and mandatory reporting to be used in the study. To 
meet obligations for “community” or stakeholder engagement (UNAIDS- 
AVAC, 2011), adolescent representatives should be engaged by the 
research team to get their insights about the problem of privacy and 
mandatory reporting, and possible remedies in the form of sensitive ethi- 
cally nuanced approaches. That is, adolescents should offer their exper- 
tise to the research team regarding possible impediments to enrolment 
and retention. Here adolescent representatives should be engaged by 
researchers who are trained to interact with this group and who will care- 
fully document their outreach (UNAIDS-AVAC, 2011). Adolescent rep- 
resentatives should be engaged early, so their input is obtained prior to 
protocols and protocol approaches being finalized or polished. Research- 
ers should obtain inputs regarding how to make the consent, privacy and 
reporting strategies more acceptable. The participation of adolescents 
in the research process is underscored in some ethics guidelines (NASCOP, 
2015), and our recommendation logically extends their participation to 
the design of ethical approaches. This is also consistent with their rights as 
described in the CRC (1989) and with recommendations from commenta- 
tors (Pettifor et al., 2018). 


Policy-makers 


Knee-jerk compliance with reporting laws may draw adolescents (or their 
partners) into the criminal justice system in a way that attracts potential 
physical or social harm to participants (Bhamjee et al., 2016; Strode et al., 
2013; Strode and Slack, 2009, 2013). Policy-makers should carefully con- 
sider amendments to reporting requirements that might deter adolescents 
from research and may undermine their rights to benefit from scientific 
progress through their enrolment in socially valuable research (Bhamjee 
et al., 2016). Policies are needed which underscore the importance of ado- 
lescent involvement in HIV prevention research. 
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Advocates or activists 


HIV prevention advocates in such settings are uniquely placed to ask dif- 
ficult questions about how national HIV prevention research agendas are 
thoughtfully accommodating adolescents. Where laws are identified that 
hamper such progress, there is no better-placed group to argue for their 
amendment. Such groups have the skills and voice to advocate for more 
HIV prevention research involving adolescents so as to ensure that their 
rights to science are fulfilled, and for reform to laws that impede such 
rights. 


Conclusions 


Adolescents have rights to benefit from scientific advances, as set out in 
international documents like the CRC. Enrolling them entails considera- 
tion of the complications that can arise for study design and implementa- 
tion. Our message is that such enrolment is feasible with adequate thought 
and preparation. Adolescent enrolment is also important enough to justify 
the considerable efforts that must be made to accommodate them. Vari- 
ous stakeholders should recognize their unique contributions to facilitating 
such enrolment. We reserve the final word for the importance of RECs in 
such settings, who are required to evaluate whether adolescent protocols 
are “ethically acceptable” (CIOMS, 2016, p. 8) while often situated in an 
imperfect legal framework — which necessitates that RECs make sometimes 
uncomfortable decisions to approve balanced, nuanced, well-justified ethi- 
cal approaches. 
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6 Protecting the vulnerable 


Human and health security 
beyond citizenship, exploring 
the rationale and the 
possibilities for adolescents 


Annamarie Bindenagel Sehovié 


Introduction 


Contemporary pressures of climate change and migration are abetting the 
spread of infectious diseases including HIV, Ebola and tuberculosis (TB). As 
such, HIV is one of aseries of re-emerging infectious diseases (EIDs) that pose 
significant external threats to health security in Eastern and Southern Africa 
(ESA). Additional internal health threats include detrimental social deter- 
minants of health and exclusionary practices, such as denial of treatment 
and care to non-citizens (CDC, 2018; WHO, 2018). Taking this into account, 
this chapter develops a threefold proposal for improved HIV prevention and 
treatment. First, it identifies how a human-centric approach beyond citizen- 
ship would better capture the intermingled risks and vulnerabilities that 
impact individual and population health security. Second, the chapter devel- 
ops initial ideas towards targeted prevention and treatment interventions 
aimed at addressing adolescent vulnerabilities. Third, it offers policy sketches 
aimed at supporting health claims across borders in ESA, reaching beyond 
citizenship to provide and protect human health security in the region. 
While the biological fact remains that any person can become infected 
with any of these diseases, those most affected are vulnerable populations. 
In ESA these include marginalized groups such as sex workers, LGBTI and 
MSM, but more widely also adolescents, who represent a particularly vul- 
nerable group. Members of such marginalized and vulnerable communi- 
ties are excluded from access to provisions and protections of health as part 
of the paradigm of human security (Paris, 2001), whether out of apathy, 
fear or jurisdiction or through (deliberate) neglect. On the brink of adult- 
hood, adolescents represent a doubly vulnerable group, both biologically 
as well as legally, as they often lack the full rights accorded to them by adult 
citizenship. Likewise caught in such a double vulnerability are migrants and 
refugees. As Kofi Annan once said, adolescents are inarguably at the 


forefront of global change and innovation. Empowered, they can be 
key agents for development and peace. If, however, they are left on 
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society’s margins, all of us will be impoverished. Let us ensure that all 
young people have every opportunity to participate fully in the lives of 
their societies. 

(2014)! 


Yet such adolescent success is not a foregone conclusion. 

Adolescents face inclusion challenges in reaching their potential, faced as 
they are with twin challenges of particular biological vulnerability to EIDs 
and limited access to legal (and thereby medical) access to prevention meas- 
ures and provisions to protect themselves. As such, adolescents represent a 
particularly vulnerable group, caught on the cusp between child protections 
and adult citizenship claims, including to health and educational provisions 
and protections. Without, or with incomplete claims, members of marginal- 
ized and vulnerable communities, among them adolescents, are excluded 
from access to provisions and protections of health as part of human security. 

Against that backdrop, this chapter analyzes the unique challenges of 
vulnerable adolescent populations as these relate to HIV prevention and 
treatment access. It pays special heed to the “double vulnerability” of non- 
citizenship and compromised citizenship among this cohort. 

This chapter asks three questions: What role(s) might citizenship status 
play in adolescent vulnerability? Might (lack of) formal citizenship make 
adolescents doubly vulnerable, legally and socially, to HIV, because (non-) 
citizenship enables or alternatively thwarts access to preventive and curative 
health services? How might it be possible to protect the health of vulner- 
able adolescent populations across borders and “beyond citizenship”? 

The chapter rests on the theoretical pillar of human security. Human secu- 
rity puts the security of individuals at the centre of its analysis. This stands in 
contrast to the 1990s securitization argument, which framed HIV as a threat 
to state security (Buzan et al., 1998). Human security prioritizes individual 
security, rendered in access to adequate food, health and environmental 
protection among other elements, above those of territorial integrity tradi- 
tionally used to define state security. The human security lens brings not just 
citizens in designated territories into focus but also the vulnerable, includ- 
ing non-citizens, beyond borders. By invoking the human security paradigm 
and adapting it to the particular situation facing adolescents contending 
with HIV in ESA, this chapter aims to analyze and offer initial responses to 
provide for and protect vulnerable populations beyond borders. 

The chapter proceeds as follows: The background section introduces the 
framework of human and health security in more detail. This includes a 
discussion of the limits to the reach of the human security paradigm posed 
by age as well as by citizenship, where full citizenship is gained upon legal 
maturity (18 years of age in some countries, and 21 in others). This has 
significant ramifications in terms of the legal residency status of immigrants 
from Zimbabwe to South Africa and, for adolescents in South Africa, rights 
of access to education and healthcare services. The following sections 
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present an analysis of the intersection of health security, marginalization, 
HIV vulnerability and adolescents in ESA, foremost in South Africa and 
Zimbabwe. These take into account the threat of the rising burden of infec- 
tious disease in the region and the inherent, biological vulnerability of ado- 
lescents and young adults (AYA), as well as the legal and social risks posed 
by (non-)citizenship. Finally, the chapter offers initial operational ideas to 
address the “double vulnerability” of adolescents and (non-)citizenship. 


Background 


Substantial research has gone into the nexus of state and human and health 
security outlined earlier (Sehovic, 2018). Its argument rests on a centuries- 
long tradition of Westphalian sovereignty theory in which the state increas- 
ingly acquired responsibilities for human rights and human security. Human 
security was first explicitly named in the 1994 United Nations Development 
Programme Report: New Dimensions of Human Security (UNDP, 1994). 
While this chapter prioritizes human security and health security, their 
relationship to state security is worth mentioning for two reasons. First, 
population health affects the integrity of the state (Howell, 2014). Second, 
as introduced earlier, health risks can emerge both externally and inter- 
nally, and by definition then state security from both within and outside. In 
addition, among these risks, and significant for the analysis presented here, 
EIDs, while adversely affecting vulnerable populations, make no distinction 
between citizens and non-citizens, that is, those within or outside of the 
state. Instead, the insecurities and the social determinants of health are 
paramount both to vulnerability and to its countermeasures. This makes 
rethinking health security beyond borders and as applied to (non-)citizens 
so necessary. Since adolescents constitute an (over-)represented popula- 
tion both at territorial (as migrants and refugees) and at legal (between 
childhood and adulthood) borders, and as part of a “youth bulge” — a criti- 
cal component of the future human and state health in ESA - this chapter 
focuses on their unique vulnerabilities to HIV infection and interventions. 


Population at risk categories: human health security/ 
adolescents and HIV 


The following matrix illustrates the categories of analysis focusing on the 
first question this chapter addresses: What role(s) might citizenship status 
play in adolescent vulnerability? 


Citizen adolescents Non-citizen adolescents 
Citizen adolescents/ HIV Non-citizen adolescents/ HIV 


In order to shed light on these categories, the following two sub-sections 
outline human and health security in more detail. 
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Human security 


As outlined earlier, human security is a human-centric focus of security. It 
emphasizes the duality of individual and universal human rights. The prem- 
ise that all individuals everywhere have the same human rights underpins 
the UN Charter and the WHO Constitution. However, states - and member 
states of these international organizations — are those tasked with providing 
and protecting human rights and thus human security. 

The 1994 UNDP report and Jorge Nef (1999) identify seven dimensions 
of human security, each of them with echoes in the UN definitions of human 
as well as political and social, cultural and economic rights (Nef, 1999). 
These seven dimensions are economic security, food security, health security, 
environmental security, personal security, community security and political 
security. Many of these components have only vague conceptualizations, let 
alone legal definitions. The sole exception pertains to provisions of asylum 
for refugees, but only in relation to political conflicts such as civil wars. Eco- 
nomic or health insecurities, including those of people forced to migrate 
due to climatic catastrophes, are not protected under current international 
laws governing refugees. Some countries in ESA including South Africa, do 
have human security-inspired protections that include, for example, the 
rights to health and education (Constitution of South Africa, 1996). How- 
ever, while the scope of human rights has seemingly expanded, their realiza- 
tion remains inextricably tied to the state (Sehovié, 2018). 

This is evident in the response to HIV and AIDS. AIDS activists expanded 
the claims of human health rights to include those of men who have sex 
with men (MSM), babies exposed to the virus in utero and during birth, and 
mothers through prevention of mother-to-child transmission (PMTCT). 
Yet, as a rule, non-citizens are not summarily afforded such protections. 

Historically with regard to state responsibilities, “vulnerable populations" 
have been conceived of as widows and orphans. This conception informed 
the anticipation of millions of *orphans and vulnerable children" (OVC) at 
the outset of the HIV epidemic. Though these numbers have not emerged 
as a threat to state stabilization, the idea of vulnerable populations has 
broadened its cache. Initially including primarily girls and young women, 
and OVCs, vulnerable populations now includes adolescents more broadly. 
This chapter argues further that non-citizens constitute another vulnerable 
group as they lack the ability to claim their human rights and human secu- 
rity from a(ny) state. Turning this human security lens on health security 
makes it possible to highlight the vulnerabilities of adolescents to assess 
the exclusions of sub-populations, including adolescents and non-citizens, 
from state responsibilities for health security. 


Health security 


Health security refers to the availability of and access to means of health at 
the population level. It invokes protection in the form of prevention from 
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external but also internal risks. It can also include provision of treatment 
and care in the case of disease infection. Health security is not a guarantee 
of health or carte blanche for all care, treatment and intervention. It is a 
strong foundation for promoting the right to health for all who reside in a 
country. Health security is also increasingly embedded in national constitu- 
tional provisions, such as in the Constitution of the Republic of South Africa 
(Constitution, 1996), as well as in international regulations aimed towards 
securing health for all. Against the backdrop of both rising levels of EIDs 
and of the burden of disease, growing recognition of the roles played by the 
social determinants of health, and ever-increasing capabilities (medical as 
well as political and economic) to respond to global disease threats, health 
security has started to evolve from a strategic concept to a policy priority. 

Among the most prominent health security policies are the International 
Health Regulations (IHR; 2005), under which states pledge to upgrade 
their health facilities and capabilities. However, though ostensibly binding, 
the IHRs have few enforcement mechanisms beyond shaming noncompli- 
ant states. Individuals can sue their governments in states where provisions 
for health (security) have been rendered in law. This has been done most 
famously in Brazil, South Africa and Thailand. The lack of these mecha- 
nisms highlight the citizen-state relationship and expose the lack of rights 
and health security claims available to non-citizens. 

At times, non-state actors (NSAs) can step into a void left between citi- 
zens and states failing to live up to their responsibilities. NSAs can also take 
measures to include non-citizens. This has been the case during some of 
the response to the HIV epidemics in ESA. NSAs have provided care and 
treatment until public pressure and donor financing stepped in to bridge 
the gap between states and their infected and affected citizens’ needs and 
their treasuries. Non-citizens with access to identity documents or selectively 
targeted as belonging to identified and prioritized groups also benefitted. 
Yet a larger effort to include non-citizens did not emerge and remains a 
blind spot. Two developments emphasize this: first, according to interviews 
with the director of the German Chamber of Commerce in South Africa, 
a consensus seems to exist that private actors will “never again” mobilize a 
response such as they did to HIV in the 1990s.” This reinforces the state as 
the only actor responsible for health security, which threatens to exclude 
non-citizens from its provisions and protections. Second, as resident non- 
citizens are embedded in the society of where they live, the health secu- 
rity of the citizen population is instrinsically and inextricably tied to theirs. 
Arguing for the inclusion of non-citizens among vulnerable populations 
with regard to HIV and health security is not meant to be a case for the 
medicalization of security (Elbe, 2010), wherein security issues, including 
migrants and refugees framed as such, are met with medical responses. 
Instead, it is an argument for reconceiving vulnerability to include not only 
medical but also legal elements of human security. The next section applies 
this analysis to adolescents in ESA. 
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Analysis: the critical case of adolescents 


As noted earlier, adolescents in ESA today are coming of age in a rapidly 
changing world. They are part of the change. The challenges they face 
include a demographic bulge, climate change, economic and educational 
constraints and the promise and pressures of migration, both outward and 
inward - to stay or to go. In the midst of all of these transitions, adolescents 
are uniquely exposed and vulnerable to the risks of EIDs. In order for ado- 
lescents to cope and adapt, they need information pertinent to counter 
their vulnerabilities and also to claim their rights, including their right to 
health security. This makes their health dependent upon themselves but 
also upon the institutional structures, including their citizenship status and 
their claimant state. 

This section explores the intersection of biological vulnerabilities of ado- 
lescence and the risk posed by the ongoing HIV epidemic in the region vis- 
a-vis the additional factor of non-citizenship or compromised citizenship. In 
doing so, it seeks to answer the second question posed earlier in the chap- 
ter: Might (lack of) formal citizenship make adolescents doubly vulnerable, 
legally and socially, to HIV because (non-)citizenship enables or alterna- 
tively thwarts access to preventive and curative health services? First, the 
section outlines the status of adolescents and young adults in ESA and their 
biological vulnerability to HIV infection, and then seeks to answer the key 
questions posed above. It is imperative at the outset to recognize that ado- 
lescents, by virtue of their biological and social vulnerability, are uniquely 
susceptible to EID and especially HIV infection. Second, the section focuses 
on their “double vulnerability” with the additional risk of non-citizenship 
or compromised citizenship. In 2016, UNAIDS estimated the adolescent 
population of ESA at 1.3 million.? UNICEF's estimate for the same year was 
1.48 million young people (aged 20-24) living with HIV in the region. The 
definitions are at times overlapping and at times exclusive. Among these 
there are an estimated 610,000 new HIV infections among young people 
between the ages of 15 and 24, and 260,000 new infections among ado- 
lescents between the ages of 15 and 19 (UNICEF, 2017a, 2017b). Some of 
these will migrate within the region; others will belong to communities with 
many migrants. This movement has both social impacts and health conse- 
quences, including in the form of the spread of disease. Indeed, the initial 
spread of HIV from Eastern to Southern Africa can be traced back to migra- 
tion from the trading ports in Kinshasa in Congo, down the Zambezi River, 
to the mines in South Africa (Iliffe, 2006). Likewise in a contemporary 
comparison, in South America, incidences of malaria, measles, diphtheria 
and tuberculosis are on the rise, especially at the borders of Venezuela. As 
an estimated 1.6 million people (World Migration Report, 2015), many of 
them young people, migrate into neighbouring countries such as Colom- 
bia, Ecuador, Peru, and Brazil, without provisions for access to medical care 
to contain and treat these diseases, they are likely to spread. 
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Even in their own countries, adolescents and young adults (AYA) often 
have circumscribed citizenship rights: neither children nor adults, they 
exist on the cusp of child rights’ protections and adult citizenship. They are 
socially, educationally and economically dependent upon both familial and 
state ties for their preparation and protection into adulthood. This vulner- 
ability is even more pronounced among foreigners or non-citizens, and is 
magnified by the lack of and difficulties in securing citizenship, which curbs 
their access to the protections and provisions of citizenship. 


The intersection of adolescent biological and social vulnerability 


Adolescent vulnerability is accentuated by biology and social position. Bio- 
logically, adolescents are at their prime both in terms of physical fitness and 
their immune response (Govender et al., 2017). They are also at a moment 
of experimentation, sexually and otherwise, putting them at heightened 
risk of HIV infection among other sexually transmitted illnesses. 

It is worth noting that this biological and social moment of transition 
and experimentation can promote a certain nonchalance with regard to 
an unseen and unknown risk of infection. Exacerbating vulnerabilities are 
the lack of sexual education, non-use of condoms, inter-generational sexual 
relationships (known to introduce HIV into adolescent populations), and 
experience of peer and cross-generational violence. This moment coincides 
with and can be reinforced both by the access and availability of treatments 
and by the lack thereof. 

Evidence of an attitude of nonchalance can be found in high rates of 
adolescent abuse of anti-retroviral drugs (ARVs), including the recreational 
combination of various drugs, including ARVs, especially among migrant 
adolescents (Timol, 2017).* Pupils, including marginalized, non-citizen 
adolescents, many of them migrants from as far north as Djibouti, Sudan 
and South Sudan into the outskirts of Cape Town, South Africa, attempt 
to learn in schoolrooms of 30 pupils speaking 13 languages (Timol, Cape 
Town, 2017). As non-citizens, their access to the matriculation exam is 
uncertain — and with it, their future. Consequently, HIV prevalence, non- 
chalance and future insecurity contrive to create a situation of exacerbated 
vulnerabilities. That has consequences for the HIV epidemics, but also for 
the human and health security of the ESA region. 

Indeed, despite a broad range and decades of intervention efforts, includ- 
ing increased access to biomedicine and continual efforts to normalize HIV 
infection as a chronic condition, the HIV epidemics in ESA continue to 
rage. On the one hand, this might be attributed to the course of HIV infec- 
tion and prevalence between Eastern and Southern Africa. The earlier peak 
of the epidemic in eastern Africa reduced the populations of HIV-positive 
persons in those countries before national treatment programmes were 
implemented, drastically reducing prevalence rates (WHO, 2017; compare 
UNAIDS, 2008). In contrast, in southern and especially South Africa, HIV 
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epidemics peaked later and closer to initial campaigns for access to treat- 
ment arrived (ca. 2004), resulting in higher prevalence rates (Kharsany 
et al., 2018). Setting the stage for complications to come, however, rates 
of tuberculosis infection and (co-)infection with HIV have been climbing 
especially in South and Southern Africa.? 

Adolescents’ abilities to address these deficiencies — in information, in 
education, in physical protection — are dependent upon the adults’ as well 
as adolescents' social and political power, which is limited by their lack 
of adult citizenship. Adolescents and young adults (AYA) can formally 
engage — contributing to and benefiting from - the societies in which they 
come of age only if legally recognized and afforded practical and legal 
access to health, education, economic and political systems. If and where 
such access is not available, AYA knowledge, access and uptake of health- 
care, and of associated social support mechanisms to improve their social 
determinants of health, including educational and employment opportuni- 
ties, is substantially limited. The consequences, notably infection with HIV, 
impact both AYA individually and the communities in which they reside, 
affecting citizens and non-citizens alike. 

The situation of those without citizenship, foreign as opposed to ado- 
lescent citizens, is that they are left outside of the citizen-state responsi- 
bility nexus. Yet many such AYAs have only ever known one community. 
For example, over notably the last decade, young Zimbabweans have been 
migrating to South Africa and raising their non-citizen families there. In 
other cases, children and adolescents have been crossing the porous bor- 
der into South Africa with and without legal and legally resident guardians. 
For the duration of time that these children and adolescents are under 
the age of 18 and reside with a legal guardian who is a legal resident in 
South Africa, they can remain and they can access educational and health 
services, with one caveat that has concrete implications on their future: 
these adolescents and young people cannot take the matriculation exami- 
nation - the gateway to higher education - before first resolving their own 
legal residency status.? 

This process can involve relinquishing, for example, Zimbabwean citi- 
zenship (assuming it can be established in the first instance) and applying 
for refugee status in South Africa. The decision of such a process can take 
years.” In the interim, adolescents faced with such a “choice” are left in 
legal limbo with a cascade of consequences that reinforce their margin- 
alization and vulnerabilities. Without legal status, such adolescents cannot 
complete their secondary education and, therefore, cannot pursue tertiary 
education, nor can they legally work. When they turn 18, the legal protec- 
tions they were entitled to as minors are rescinded, leaving them in legal, 
social and economic limbo. 

If an AYA can establish legal residency via either one of these routes, 
though (s)he remains a non-citizen, (s)he can access most health and 
other benefits afforded the citizen population. Adolescents without legal 
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guardians become wards of the state with access to health and education 
until they turn 18. Such adolescents are often assigned to social services’ 
communal residences, which can raise their vulnerability to sexual exploi- 
tation and inconsistent educational access and oversight (Blignaut, 2017). 
Overall, without legal protections, the incentive to study is reduced and the 
incentive to practice safe sex is lowered (Interviews with female secondary 
students, Pretoria, April 2017). 

Combined, all these elements increase the risk of adolescent HIV infec- 
tion. They challenge current prevention and intervention policies and 
protocols to take into account not only adolescent biological and social vul- 
nerabilities but also the “double vulnerability” contained in citizenship sta- 
tus. This creates a “perfect storm” contributing to making HIV prevention 
and treatment for adolescents — and especially non-citizen adolescents — an 
uphill battle. 


Double vulnerability: adolescents/citizenship/HIV prevention 


The protection and preparation of adolescents and young adults for their 
and their societies’ future against the backdrop of ongoing HIV epidem- 
ics and EIDs in ESA depends to a large extent on state responsibility and 
citizenship claims which facilitate access to health provisions and protec- 
tions. States, delineated by political boundaries yet with porous borders, are 
increasingly faced with the task of assessing rights, including health rights, 
to (non-) citizens. This makes it imperative to address the health vulnerabili- 
ties of adolescents beyond borders. 
The case for doing so can be broken down into four counts: 


1 People under age 15 constitute 40% of the continent's population (AU, 
2017), and as such the single largest sub-population of national popula- 
tions in most countries in the region. Including different definitions of 
young adults, even when restricting consideration to adolescents and 
young adults (10-24 years), this key population likely makes up the 
largest sub-population on the continent (Katz et al., 2013). 

2 Adolescents and young adults are now recognized as a key population 
in the sense of being one of the several populations most at risk of HIV 
infection (others are sex workers, MSM and migrants, many of which 
also include large proportions of AYA). 

3 External state and NSA actors are unlikely to commit again to a multi- 
generational investment in response to a health crisis. This is due to 
lower levels of international funding support since the 2008 financial 
crisis and also to a shift in focus after the “grand decade of global 
health" (2000-2010). Making up for this loss requires state action, 
including enabling adolescents to take ownership of their health rights 
and responsibilities. Ideally, this ownership would be matched by a 
guarantee of access across the region. 
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4 Despite major investments in education over the past few decades, 
major challenges remain, especially in the areas of tertiary education 
and vocational training. Removing the structural impediments to access 
to health and education is critical to harnessing the potential of AYAs. 


As evidenced, adolescents are a distinct and yet communal cohort: still 
dependent, but not children; almost adult, but without full citizenship rights 
in their own countries or a claim in countries not their own. For citizen and 
non-citizen adolescents alike, they are supported by legal frameworks and 
mechanisms extended from the protections for children but which do not 
take fully into account the particular human and health security needs of 
adolescents (Grossman and Stangl, 2013; Pantelic et al., 2015). Adolescents 
must be given the tools, among them access to legal citizenship, to access 
their health security and thereby to contribute to that of their communities 
(International HIV/AIDS Alliance: Together to End AIDS, 2016; Li et al., 
2013; Marten and Smith, 2018; Mburu et al., 2013; Gruskin et al., 2013; 
Christensen et al., 2013; Risher et al., 2013). 

Such an approach could have positive reverberations for HIV prevention. 
It re-invigorates the debate for prevention that goes beyond individualized 
risk management approaches and current social determinants of health- 
based programming (e.g. combination HIV prevention) and brings human 
security into the heart of the debate. 


A case for cross-border adolescent HIV and health access 


Human and health security can influence the design of HIV interventions 
tailored to AYA against a backdrop of continual and intensifying popula- 
tion movements. Indeed, the case of HIV and AIDS illustrates that the ques- 
tion of the right to health and human security is less in dispute than before 
the eruption of that global epidemic. However, as treatment resistance and 
co-infections, notably of TB (including multi-drug-resistant and extremely 
drug-resistant TB strains, as well), and cross-border claims to access health- 
care have increased,’ the schism between the right and its realization has 
again widened. However, not meeting the demand for the right to health 
poses a risk to infection to both sedentary citizen as well as resident and 
migratory non-citizen populations (Šehović, 2018). This section focuses on 
answering the question: How might it be possible to protect the health of 
vulnerable adolescent populations across borders, including citizens and 
non-citizens? 

That movements of disease as well as people are likely to increase rein- 
forces the case for facilitated access to healthcare. Two scenarios, and three 
concrete options developed under the second scenario, present themselves 
as possible responses. 

The first scenario would be to continue to allow migrants to cross territo- 
rial and political borders, while failing to formally recognize their human 
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and health rights or to act on any corresponding citizenship responsibili- 
ties. This scenario would marginalize significant numbers of people, put- 
ting their own health (and the health of the populations with which they 
come into contact) at the mercy of NSAs that may or may not provide 
healthcare services for an uncertain amount of time, jeopardizing both 
access and continuity of care (Sehovié, 2017). This would most certainly 
further marginalize already vulnerable populations, foremost among them 
adolescents with legal protections as minors. This would severely undercut 
the educational and economic and political potential of the individuals, 
communities and, ultimately, the nation states (Winter and Winter, 2018). 
The second scenario would be to issue identification documents (at the 
national or regional level) to document and enable access to state health 
and education as well as to facilitate participation in the formal economy 
and tax collection.? 
The three concrete options are: 


1 Regional protocols that focus on particular diseases could move beyond 
harmonization to treatment access. For instance, while the Harmonised 
Minimum Standards for the Prevention, Treatment and Management 
of Tuberculosis in the SADC Region (Directorate of Social & Human 
Development & Special Programs SADC Secretariat, 2010) and the 
HIV and AIDS Strategic Framework, 2010-2015 (SADC, 2010) seek to 
standardize treatments for those diseases in SADC, a further step would 
be for citizens, including those who migrate across borders, to access 
treatment in any of the participating countries. This would incentivize 
some to seek treatment and reduce the burden of treatment provision 
if additional providers are added to the cooperation. 

2  TheSADC Secretariat has expressed interest in the creation of cross-border 
initiatives for malaria and HIV (Janse van Rensburg and Fourie, 2016). 
Moving beyond particular disease treatment, cross-border initiatives could 
eventually could be applied to all health programs in the region. 

3 The 2006-2015 Sexual and Reproductive Health Strategy for the SADC 
Region (2008), which included “vulnerable youth” as a unique target 
group slated for extra outreach and intervention, could be adapted 
and broadened. Its focus areas could also be integrated into a cross- 
border program. 


Implementing such initiatives would go a long way towards providing for 
and protecting the health of vulnerable adolescent populations across 
borders. 


Conclusion 


This chapter analyzed the biological, social and legal “double vulnerabil- 
ity” of adolescents to HIV and EID infection in Eastern and Southern Africa. 
By looking through the lens of human security as it intersects with state 
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security, the chapter made the conceptual case of including individuals, 
notably citizens and non-citizens, in any analysis of health security. First, 
it argued that a human-centric approach beyond citizenship would better 
capture the intermingled threats, risks and vulnerabilities that impact indi- 
vidual and population health security. Second, having made those identi- 
fications, the chapter delved into the particular conditions, biological and 
legal, that confront adolescents. In doing so, it paid particular attention to 
the added vulnerability of non-citizenship. Finally, it outlined two possible 
response scenarios and developed three operational ideas to address these 
vulnerabilities. 

The chapter showed that citizenship status, whether existent, non- 
existent or compromised, constitutes a factor in adolescent access to health 
provisions and protections. In short, citizenship status is a contributing fac- 
tor in adolescent marginalization. A “double vulnerability” follows from 
that, wherein biological vulnerability and legal vulnerability reinforce one 
another. Responding to this double vulnerability, as this chapter has shown, 
requires cross-border, regional concepts and operationalization of health 
interventions that expressly include citizen and non-citizen access to ele- 
vate health as a universal human right. 

Health is increasingly accepted as a universal human right. More migrants 
than ever before are on the move. That means that health rights must move 
across borders. This reality reinforces the imperative to recognize universal 
health rights and to universally extend them beyond borders. 


Notes 


1 Quoted at the International Day of Democracy, 15 September 2014. Available at: 
www.way.org.my/ press-release-menu/ 419-international-day-of-democracy. 

2 Interview with M. Boddenberg, German Chamber of Commerce and Industry, 
Johannesburg, Republic of South Africa, April 2017. 

3 The agency defines adolescents as persons between the ages of 10 and 19. 

4 Interview with S. Timol, former educator in the Western Cape Province, Republic 
of South Africa, Cape Town, April 2017. 

5 Interview with S. Timol, former educator in the Western Cape Province, Republic 
of South Africa, Cape Town, April 2017; also interview with Prof. Dr. Lynne Web- 
ber, University of Pretoria, April 2017. 

6 Šehović, ethnographic notes taken in Pretoria, Republic of South Africa, 
April 2017. 

7 Šehovié, ethnographic notes taken in Pretoria, Republic of South Africa, 
April 2017. 

8 Interview with K. Govender, HEARD, Durban, South Africa, 10 April 2017. 

9 Tax collection in turn would help finance additional access to health and educa- 
tion services. 
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Introduction 


In 2016, of the 2.1 million adolescents (10-19 years) living with HIV glob- 
ally, 84% were in sub-Saharan Africa. In this region, adolescent girls are 
twice as likely as boys to acquire HIV (UNAIDS, 2018b). This difference 
between adolescent girls and boys is greatest in Eastern and Southern 
Africa (ESA), where girls account for 78% of new infections in adolescents 
(UNICEF, 2018). In this chapter, we focus on the role of structural factors 
in exacerbating the risk of HIV among young people (10-24 years) in ESA 
and the structural interventions that aim to address them. Structural factors 
can be conceptualized as drivers of risk, which fundamentally shape and 
influence patterns of risk behaviour, and mediators of risk, which hinder or 
facilitate an individual’s or group’s ability to avoid HIV (Parkhurst, 2013). 
Young people’s primary proximal risk for HIV is sexual behaviour, includ- 
ing unprotected sex and partner selection (Figure 7.1). These risk factors 
are influenced by interpersonal and individual risks such as transactional 
sex, gender-based violence and harmful alcohol use. Structural factors func- 
tion upstream of the individual, interpersonal and proximal determinants of 
HIV risk, increasing susceptibility to HIV and undermining both biomedical 
and behavioural prevention efforts (Blankenship et al., 2000; Kippax, 2008; 
Gupta et al., 2008; Hankins and de Zalduondo, 2010). As shown in Figure 7.1, 
gender inequality, stigma and discrimination, alcohol availability, lack of eco- 
nomic opportunity, lack of education and poor healthcare access are com- 
munity-level structural drivers on the pathway to sexual risk behaviour and/ 
or HIV infection. At the macro level, political, legal, cultural and religious, 
economic and corporate factors, as well as the social influence of the media, 
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Figure 7.1 STRIVE conceptual framework mapping relationships between HIV, 
proximal determinants of risk and structural factors (http://strive.lshtm. 
ac.uk) Colour images available at: https://tinyurl.com/y5sbppxa 


in turn impact on structural drivers of HIV. While these factors serve as driv- 
ers for all age groups, the impact on young people is exacerbated by their age 
and their relatively low social and economic position within society. Young 
people’s experiences during adolescence lay the foundation for adulthood 
and define trajectories for future generations (Patton et al., 2016). It is there- 
fore important to mitigate the risks posed by the structural drivers of HIV 
among this age group to improve prospects of future health and well-being. 
Structural interventions aim to alter the social, economic and political 
contexts that influence the drivers or mediators of HIV (Blankenship et al., 
2000). Structural interventions may tackle macro-level factors at an insti- 
tutional level, such as addressing gender inequalities in the criminal jus- 
tice system or changing the law to prevent child marriage. However, most 
structural interventions are intended to alter or mitigate drivers of HIV at 
the community level. As such, structural interventions can address factors 
such as socio-economic inequalities, harmful gender norms, gender-based 
violence, alcohol availability and promotion and HIV-related stigma. By tar- 
geting factors that increase young people’s susceptibility to HIV, structural 
interventions have the potential to mitigate their risk of HIV. However, 
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given that structural interventions function upstream of the proximal risk 
factors for HIV, they also have the potential to impact on other develop- 
ment outcomes and priorities. It has been argued that these interventions 
need to be integrated into both HIV prevention programmes and broader 
gender and development initiatives (Seeley et al., 2012). Addressing the 
structural drivers of HIV is an essential first step in creating enabling envi- 
ronments for young people to protect themselves from HIV and capitalize 
on the availability of development opportunities (Hardee et al., 2014). Only 
by addressing structural drivers will we be able to achieve the ‘fast-track to 
end AIDS’ strategic targets and the broader UN Sustainable Development 
Goals (SDGs) (UN, 2016; UNAIDS, 2015). 

A previous literature review evaluated structural interventions among ado- 
lescents in sub-Saharan Africa that specifically aimed to change sexual risk 
behaviours (Wamoyi et al., 2014). The review included economic interven- 
tions such as income generation, cash transfer, support to start businesses 
or find work and support to attend school; gender empowerment interven- 
tions that focused on life skills and creating safe spaces for adolescent girls 
in the community; and behaviour change communication interventions 
that either provided mass-media information to support social change or 
to improve parent-child communication. Although a number of the inter 
ventions reviewed were then ongoing, there were several that demonstrated 
positive sexual and reproductive health outcomes especially from economic 
empowerment interventions. The review highlighted the need for interven- 
tions to be designed specifically to address the pathways that influence risk 
for young people, noting for example that in contrast to a microfinance trial 
that reduced risk for adult women, the pressures of repaying microcredit 
loans actually exacerbated risk among young women in one intervention. 

In this chapter, we review interventions among young people aged 10-24 
in ESA that are designed to impact more broadly on the upstream struc- 
tural drivers of HIV. We review interventions that address limited liveli- 
hood options, including increasing school attendance and attainment, 
and reducing poverty and gender inequality, including gender norms and 
gender-based violence. At a time when the SDG agenda has re-focused 
people's attention on the potential of multi-sectoral action and synergistic 
developmental opportunities (Fritz and Heise, 2018), we aim to synthesize 
existing evidence of what works to alter the structural drivers of HIV for 
young people, identify the challenges of scaling up such interventions and 
achieving an impact on HIV incidence, and outline recommendations for 
policy-makers, implementers and researchers. 


Causal pathways of risk 


Structural interventions are designed to alter the mechanisms through 
which upstream structural drivers of HIV influence proximate risk behav- 
jours within specific contexts and populations. These mechanisms of 
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influence are delineated as causal pathways to HIV infection. In consider- 
ing the causal pathways of interest in this review, we summarize evidence on 
the pathways through which education and poverty, and gender norms and 
violence, influence the risk of HIV. 


Education 


The relationship between education and HIV is thought to have reversed as 
the HIV epidemic has matured (Hargreaves and Glynn, 2002; Hargreaves 
et al., 2008). Current evidence suggests that each additional year of school 
attendance reduces the risk of HIV infection (Barnighausen et al., 2007), 
which in some studies is particularly pronounced for young women (De 
Neve et al., 2015; Pettifor et al., 2008). Similarly, evidence demonstrates 
that higher sexual risk behaviours are associated with being out of school 
among youth in ESA (Stroeken et al., 2012). Improving school attendance 
and educational attainment can impact on future socio-economic status; 
socio-cognitive factors including knowledge, attitudes, self-esteem and self- 
efficacy; social networks including sexual partnering; personal aspirations; 
and exposure to HIV prevention education (Jukes et al., 2008a). These 
factors are likely to play an important role in influencing sexual risk behav- 
iours and adoption of HIV prevention options (Figure 7.2) (Prudden, 
2017). There has been growing interest in structural interventions that aim 
to improve school enrolment, school attendance (as a predictor of school 
dropout), secondary school completion and educational attainment as 
a means to reduce the risk of HIV infection, with a particular interest in 
school-based interventions (Jukes et al., 2008b; Mason-Jones et al., 2016). 


EDUCATION 
C T 


Educational attainment Exposure and School attendance 
S itive f | understanding 
J, Socio-cognitive factors | HIV messages 
Socio-economic Self-esteem Knowledge ¿ 


status Self-efficacy Attitudes 


v v v 
Control of Behavioural Behavioural í "wá 
behaviour intentions norms Social network Aspirations 
Sa m 

Partner selection Transmission probability 

* Number of sex partners * Condom use 

* Sexual network * Type of intercourse 

* Age differential Unrelated to behaviour: STI; immunity; viral load in partner 


Uninfected ——— Exposed to an infected person — — — ——5 HIV/HSV-2 acquisition 


Figure 7.2 Potential pathways of change which may be influenced by greater attend- 
ance and greater attainment within schools 
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Poverty 


Most reviews of the relationship between poverty and wealth with HIV 
infection find that macro-level economics, national wealth inequalities 
and gendered-wealth disparities have both positive and negative impacts 
on sexual risk behaviours and HIV risk (Wojcicki, 2005; Parkhurst, 2010; 
Fox, 2010). Certainly, HIV prevalence is highest in the wealthiest sub- 
Saharan African countries, although this can mask in-country disparities 
(Gupta et al., 2008). A number of studies suggest that relative poverty is not 
associated with HIV, with higher prevalence being observed in households 
with middle or higher quartile wealth indices (Barnighausen et al., 2007; 
Mishra et al., 2007). Other studies suggest that increasing socio-economic 
status either does not increase risk or can decrease sexual risk behaviours in 
countries with higher per capita income and in-country wealth inequalities 
(Wojcicki, 2005; Parkhurst, 2010). However, increasing access to resources 
for women also has the potential to increase risk-taking behaviours in some 
contexts (Wojcicki, 2005). The relative impact of poverty on HIV risk in 
different populations is further delineated by gender, marital status for 
women and urban or rural residency for both women and men (Wojcicki, 
2005; Hallman, 2005b; Gillespie et al., 2007). As with education, there is 
a suggestion of a reversal in relationship between poverty and HIV risk in 
some countries, with declining prevalence in wealthy groups and increasing 
prevalence in poorer groups, especially among young women (Hargreaves, 
2002; Hallman, 2005b; Parkhurst, 2010). 

As shown in Figure 7.3, poverty can impact on HIV risk in terms of 
members of households being unable to meet the costs of food secu- 
rity, educational expenses and healthcare costs, which in turn influences 
young peoples’ school attendance, health and well-being and engage- 
ment in gender-inequitable relationships (Parkhurst, 2013). There is cur- 
rently increased attention to the role of youth poverty as an economic 
motivator of inequitable age-disparate and transactional sex relation- 
ships (Luke, 2003, 2005). A recent phylogenetic study in a hyperendemic 
area of South Africa highlighted the extent to which sexual partnering 
between young women and older men is driving new HIV infections 
among young women (de Oliveira et al., 2017). Transactional sexual rela- 
tionships have been shown to be motivated by the desire for sexual rela- 
tionships to meet basic financial needs and improve social status as well 
as sociocultural material expressions of love (Stoebenau et al., 2016). 
There has also been specific attention paid to the negative impact of 
household poverty on sexual risk behaviour for orphaned youth (Hall- 
man, 2005a). 

There is increasing interest in interventions that aim to alleviate poverty 
among groups for whom it has been shown to increase the risk of HIV. The 
UNAIDS fast-track target aims to strengthen HIV-sensitive national social 
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Figure 7.3 Potential pathways through which poverty impacts on HIV risk Figure 
available in colour at: https://tinyurl.com/y5sbppxa 


and child protection systems to ensure 75% of people living with or at risk 
of HIV have access to social protection (UNAIDS, 2018a). Social protec- 
tion interventions focus on ways to mitigate the impact of poverty, such 
as conditional and unconditional cash transfer programmes, income gen- 
eration programmes such as vocational training and work generation, and 
microfinance programmes as standalone schemes or integrated in health 
programmes (Heise et al., 2013; Pega et al., 2017; Taaffe et al., 2016; Taaffe 
et al., 2017; Wilson, 2015; Kennedy et al., 2014; Lorenzetti et al., 2017). 


Gender norms and gender-based violence 


The causal pathways between gender-based violence and HIV are mula- 
faceted and complex (Heise and McGrory, 2016). A number of studies have 


Addressing structural drivers of HIV in ESA 133 


shown that young and adult women who experience physical and emo- 
tional intimate partner violence (IPV) are more likely to be HIV-positive 
than women who do not (Durevall and Lindskog, 2015a; Jewkes et al., 
2010). However, a meta-analysis across ten countries in sub-Saharan Africa 
did not observe a link between sexual IPV and HIV among married women, 
suggesting that other indirect pathways are more influential (Durevall and 
Lindskog, 2015a). Similarly, studies have shown that men who are violent 
share a clustering of risk factors that increase their likelihood of being HIV- 
positive (Jewkes et al., 2011; Decker et al., 2009; Dunkle and Decker, 2013). 
The clustering of risk factors includes having multiple and concurrent part- 
ners; engagement in commercial sex, transactional sex, condomless sex 
and anal sex; and binge drinking (Dunkle et al., 2006; Dunkle and Decker, 
2013; Gass et al., 2011; Gibbs et al., 2017; Durevall and Lindskog, 2015b). 
In addition, social norms of masculinity and femininity that reproduce the 
unequal position of women in society and associate masculinity with sex- 
ual risk-taking serve as upstream drivers of male IPV perpetration (Jewkes 
et al., 2010; Harrison et al., 2006). 

Social norms are rules of behaviour shared by people in a given soci- 
ety that define what is ‘normal’ and appropriate behaviour. Social norms 
that discriminate against women, such as considering the education of boys 
more important than of girls, or norms which are harmful, such as norms 
supporting IPV, can exacerbate young women’s risk of HIV. Social norms 
do not mandate behaviours such as IPV but by normalizing the practice can 
help maintain it, limiting women’s ability to resist and community mem- 
bers’ ability to intervene (Jewkes et al., 2015). Overall, young and adult 
women in relationships with violent men are at increased risk of being 
exposed to HIV and are least able to insist on safer sex practices (Durevall 
and Lindskog, 2015b; Kacanek et al., 2013). 

Figure 7.4 illustrates how the causal pathways of IPV function through 
socio-economic insecurity, gender inequality and social norms condoning 
violence to influence sexual risk behaviours and HIV (Heise and McGrory, 
2016). There has been increased interest in shifting harmful gender norms 
as a mechanism of effect on the pathway to the combined risks of gender- 
based violence and HIV (Cislaghi and Heise, 2016; Cislaghi et al., 2018). 
A number of reviews have evaluated the evidence of interventions to pre- 
vent violence, including for adolescents (De Koker et al., 2014; Lundgren 
and Amin, 2015; Maman et al., 2000; McCloskey et al., 2016; Shai and 
Sikweyiya, 2015). As mentioned earlier, there has been increasing inter 
est in social protection interventions to address the upstream influences 
of poverty on gender-based violence. Gender transformative components 
such as gender equality training and gender empowerment programmes 
are increasingly being added to social protection interventions in order to 
change gender norms condoning violence; empower women socially, eco- 
nomically and politically in society; and address gender inequalities (Gibbs 
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Potential pathways between intimate partner violence and women's risk of HIV acquisition 
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Figure 7.4 Potential pathways between intimate partner violence and women's risk of 
HIV acquisition Figure available in colour at: https:/ /tinyurl.com/y5sbppxa 


et al., 2012; Dworkin et al., 2013; Jewkes et al., 2015; Svanemyr et al., 2015; 
Buller et al., 2018). 


Methods 


In this study we review and synthesize findings from structural interven- 
tions among adolescents and young people in ESA. Between 8 and 16 
January 2018 we conducted a systematic search of literature in Medline, 
Embase, Global Health, CINAHL Plus, Africa-Wide Information, Psy- 
cINFO, Web of Science Core Collection, Cochrane Library, and Scopus. 
The literature search was constructed using five concepts: young people 
(aged 10—24), structural drivers (livelihood, education, poverty, gender, 
social norms and gender-based violence), HIV prevention, ESA and inter- 
vention studies. The inclusion criteria were (1) English language pub- 
lication; (2) interventions or evaluations of interventions addressing at 
least one structural driver of interest; (3) comparative evaluations or pre- 
post intervention evaluation; (4) publications from beginning of search 
engine records to January 2018; and (5) published literature only, based 
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on the breadth of the review and the fact that we did not plan to do a 
systematic review of the literature or conduct a quality assessment. HIV 
endpoints were not part of the inclusion criteria. The search identified 
2458 unique titles. After screening out 2386 references based on title 
and abstract, we reviewed 72 papers in full reporting on interventions. 
In total, 40 papers reporting on 27 interventions were included in the 
review. Interventions were identified from seven countries in ESA. A full 
description of the literature search methodology is available on request. 
This review and synthesis of the evidence was conducted by the STRIVE 
Research Programme Consortium, which aims to deliver new evidence, 
together with a synthesis of existing evidence, on individual and inter- 
related structural drivers of HIV, pathways of risk and infection, effective 
measurement tools of structural drivers and evaluation of structural inter- 
ventions (http://strive.lshtm.ac.uk). 


What we know about the effectiveness of interventions to 
address structural drivers of HIV 


We now focus on the effectiveness of interventions to address (1) lim- 
ited livelihood options including education and poverty and (2) gender 
inequalities including harmful gender norms and gender-based violence. 
We categorize the interventions based on their primary focus but cross- 
reference interventions that address multiple structural drivers. Tables 7.1 
and 7.2 present an overview of the limited livelihood interventions, and 
Table 7.3 presents an overview of the gender inequalities interventions. Of 
the 27 interventions reviewed, 11 reported on improving school attend- 
ance, 7 on reducing poverty, 5 on reducing GBV and 4 on changing social 
norms. All interventions specifically aimed to intervene on the causal path- 
way between structural driver and HIV infection, yet most did not include 
HIV outcomes. Most interventions reported on multiple outcome meas- 
ures. Figure 7.5 illustrates interventions that effectively impacted on struc- 
tural drivers (education, poverty, social norms, GBV), sexual behaviour and 
clinical outcomes. 


Addressing limited livelihood options to reduce HIV risk 


We identified 11 interventions to improve school attendance, 5 to alleviate 
the impact of poverty more broadly and 2 that evaluated the impact of gov- 
ernment cash transfer grants (Tables 7.1 and 7.2). 


School attendance: OVC 


Seven of the 11 education interventions focused on orphans and vulner- 
able children (OVC) aged 8-25 in Kenya, Zambia, Zimbabwe and Uganda. 
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One intervention included young women only; the rest also included 
young men. 

One study evaluated the impact of an unconditional cash transfer to car- 
egivers of OVC in Kenya, and four evaluated broader social protection pack- 
ages including paying tuition and exam fees, providing school uniforms 
and supplies, and providing support from community outreach workers to 
monitor and help avoid school absenteeism in Kenya, Zambia and Zimba- 
bwe. The remaining two compared usual school care for AIDS orphans in 
Uganda, which includes school lunches, school materials, counselling, rec- 
reation activities and HIV education, with the Suubi (which means 'hope") 
or Suubi-Maka (which means ‘hope for families’) interventions, which 
included a matched savings account for post-primary schooling, 12 one- 
hour workshops on financial education, asset-building, future planning and 
monthly peer mentorship sessions. 

All the interventions demonstrated positive impacts in terms of reduc- 
ing school dropout. However, the intervention in Zambia reduced school 
dropout for 8-13-year-olds but not 14—19-year-olds (Chatterji et al., 2010). 
Analysis of an intervention among young girls in Zimbabwe found that the 
offer of school fees during the transition from primary to secondary school 
appeared to have the greatest impact on school retention (Iritani et al., 
2016). Two studies reported on the maintenance of intervention effects. An 
evaluation of the Kenyan intervention two years after the programme ended 
demonstrated that the effect on school dropout had dissipated (Hallfors 
et al., 2012). However, an evaluation of the Zimbabwean pilot intervention 
at the five-year follow-up showed that the intervention group were more 
likely to still be in school and had achieved almost one additional year of 
schooling (Hallfors et al., 2015). 

Only four interventions reported on educational attainment. One inter- 
vention resulted in more age-appropriate progression, higher average grade 
level in school, higher matriculation into secondary school and increased 
expectations of completing college/university, but no impact on primary 
and secondary school test scores (Cho et al., 2017). In the intervention that 
reduced school dropout only for 8-13-year-olds, there was some suggestion 
that the intervention improved the proportion of young people in the cor- 
rect grade for their age in the longer term (Chatterji et al., 2010). The 
Suubi and Suubi-Maka interventions were both associated with improve- 
ments in academic grades, with girls faring better than boys in Suubi-Maka 
(Curley et al., 2010; Ssewamala et al., 2016). 

Four of the seven interventions reported sexual behaviour outcomes. All 
four trials demonstrated an effect on reducing the probability of early age 
sexual debut (Handa et al., 2014; Cho et al., 2011; Hallfors et al., 2015), 
and one reduced transactional sex among sexually active participants (Cho 
et al., 2018). However, the Kenya unconditional cash transfer programme 
did not have an impact on transactional sex, condom use or number of 
partners (Handa et al., 2014). Two interventions measured early marriage 
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as an outcome, with one showing no effect (Handa et al., 2015) and the 
other showing a reduction in the likelihood of early marriage (Hallfors 
et al., 2015). 

Three interventions measured clinical outcomes. The unconditional 
cash transfer programme in Kenya and the broader social protection pro- 
gramme in Zimbabwe both reported reductions in the likelihood of preg- 
nancy (Handa et al., 2015; Hallfors et al., 2015). However, neither of the two 
interventions that measured an impact on HIV or HSV-2 outcomes reduced 
infections within the timeline of the programme, with very few HIV cases 
observed (Hallfors et al., 2015; Cho et al., 2018). Only the broader social 
protection intervention in Kenya reported on uptake of voluntary medical 
male circumcision (VMMC), with young men in the intervention group 
being twice as likely than the control group to get circumcised (Cho et al., 
2018). 

Five studies suggest additional benefits of the interventions. These 
included improving attitudes towards delaying sex and more equal gen- 
der norms (Cho et al., 2011; Hallfors et al., 2011); improved quality of life 
indicators, including fewer reported problems with depression/anxiety/ 
hopelessness; improved performance of usual activities and higher levels 
of confidence in the ability to achieve (Cho et al., 2018; Hallfors et al., 
2015; Ssewamala et al., 2009; Ssewamala et al., 2012; Jennings et al., 2016); 
and improved support structures (Ismayilova et al., 2012; Cho et al., 
2011), food security (Hallfors et al., 2015) and cash savings (Jennings 
et al., 2016). 


School attendance: non-OVC 


Of the remaining four interventions that aimed to improve school attend- 
ance beyond OVC, one evaluated conditional cash transfers and two eval- 
uated conditional and unconditional cash transfer schemes in Malawi, 
Zimbabwe and South Africa. The conditional schemes were based on school 
attendance. The other study evaluated the impact of government grants in 
Malawi and South Africa. Two of the interventions included young women 
only, and the other two also included young men from younger than 10 to 
22 years of age. 

All but one of these interventions showed a positive impact on school 
attendance. Only the HPTN068 conditional cash transfer intervention in 
South Africa had no effect on school attendance, but attendance was >95% 
in both the intervention and control groups (Pettifor et al., 2016). Of the 
two trials that evaluated both conditional and unconditional cash transfers, 
one showed little difference between the schemes on school attendance 
(Baird et al., 2012). However, the other found that receipt of uncondi- 
tional and conditional cash transfers increased the likelihood of 6-12-year- 
olds and 13-17-year-olds attending school at least 80% of the time, but 
the difference was greater in the conditional cash transfer group among 
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13-17-year-olds (Robertson et al., 2013). An additional sub-analysis of this 
intervention by wealth differentials suggests that unconditional transfers 
had less effect than conditional transfers in the least poor quintile of the 
population. In the same intervention, conditional (but not unconditional) 
transfers reduced the likelihood of young people repeating a school grade, 
and both cash transfer options resulted in young girls and boys spending 
less time in paid employment (Fenton et al., 2016). Evaluation of the impact 
of government grants in Malawi and South Africa found that grant receipt 
was associated with higher odds of attending school, lower absenteeism 
and being in the correct grade. However, it was not associated with school 
enrolment or performance. Grant receipt was associated with a reduced 
‘educational risk’ (based on poor attendance, incorrect grade for age, slow 
learner, struggling in school, missing more than a week regularly) for girls 
but not for boys (Sherr et al., 2017). 

Only two interventions reported an impact on sexual risk behaviours, 
both of which only included young women. Recipients of the Zomba inter- 
vention were less likely to report regular sex and having an age-disparate 
sexual partner aged 25 or older. However, there were no statistically signifi- 
cant differences between intervention and control group for sexual debut, 
condomless sex or early marriage. Among students who had dropped out 
of school at baseline, girls in the intervention were less likely to be married 
or report regular sex (Baird et al., 2012). In HPTN068, young women who 
received cash transfers were less likely to report having a partner in the last 
year or condomless sex in the last quarter. These impacts were likely due to 
the economic impact of the transfer given that there were no impacts on 
school attendance. There were no differences in age of sexual debut, age- 
disparate relationships or transactional sex (Pettifor et al., 2016). 

The same two interventions measured clinical outcomes. The Zomba 
intervention resulted in a reduction in HIV, HSV-2 and pregnancy (Baird 
et al., 2012). The reduction in HIV incidence was partially explained by a 
shift to younger partners with whom girls reported less frequent sex. There 
were few differences between the conditional and unconditional cash trans- 
fers, expect for lower pregnancy in the unconditional arm (Baird et al., 
2012). The HPTN068 trial demonstrated that poor school attendance was 
associated with HIV acquisition, but given that it did not influence school 
attendance, it is not surprising that it did not impact on HIV, HSV-2 or 
pregnancy (Pettifor et al., 2016). Few of these studies reported additional 
outcomes, but HPTN068 reported a 34% reduction in physical IPV (Pet- 
tifor et al., 2016). 


Poverty reduction 


We identified seven interventions that aimed to alleviate the impact of pov- 
erty: two on female and male OVC and one on only female OVC, aged 
13-25 in Kenya, Zimbabwe and Uganda. The other four interventions were 
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among 10-23-year-olds, one just with young women and the rest includ- 
ing young men, in South Africa and Uganda. Importantly, all interventions 
were community based and included young people out of school. 

Among OVG, the SHAZ! intervention added vocational training, micro- 
grants and social support to the life-skills and health education curriculum 
in schools in Zimbabwe (Dunbar et al., 2014). The Bantwana Program in 
Uganda provided OVC households with training and materials to improve 
agricultural practices and product marketing, home visits for psychosocial 
support and referrals to social services (Zuilkowski and Alon, 2015). The 
Kenyan intervention combined cash transfers, income generation and 
empowerment training (Goodman et al., 2014). Among non-OVC groups, 
the StreetSmart intervention provided vocational training to young women 
and men living in slums in Kampala in a wait-listed trial design (Rotheram- 
Borus et al., 2012). The Empowerment and Livelihood for Adolescents 
(ELA) programme in Uganda offered young girls life-skills and vocational 
training to support the establishment of small-scale enterprises (Bandiera 
et al., 2012). The final two studies evaluated the impact of state grants, both 
conditional and unconditional, among young women and men in South 
Africa on sexual risk behaviours, but did not report socio-economic out- 
comes (Cluver et al., 2013; Cluver et al., 2016). 

All five interventions that aimed to improve socio-economic outcomes 
had a positive effect. Among OVC, this included reduced food insecurity, 
improved financial status and economic well-being, increased independent 
income and improved access to essential medical care and safe water (Dun- 
bar et al., 2014; Zuilkowski and Alon, 2015; Goodman et al., 2014). Among 
non-OVC, there was increased likelihood of being employed (Rotheram- 
Borus et al., 2012) and of young girls being engaged in income-generating 
activities (Bandiera et al., 2012). 

All but one of the seven interventions reported sexual behaviour out- 
comes. Among OVC, this included a reduction in risk of transactional sex 
and increased likelihood of using a condom with a current partner among 
young women in Zimbabwe (Dunbar et al., 2014) and a reduction in num- 
ber of sexual partners in the last year and increased condom use at last 
sex for young women but not for young men in Kenya (Goodman et al., 
2014). Among non-OVC, there were reports of safer sexual behaviour 
among young women in the ELA intervention in Uganda (Bandiera et al., 
2012) but no difference in sexual risk behaviours among young women 
and men in the StreetSmart intervention, also in Uganda (Rotheram-Borus 
et al., 2012). Evaluation of the impact of child grants on young people in 
South Africa found the receipt of a grant was associated with a reduction 
in transactional and age-disparate sexual relationships among girls but had 
no effect on other risk behaviours for girls or on any risk behaviours among 
boys (Cluver et al., 2013). Evaluation of 14 different social protection grants 
in South Africa found that child-focused grants, free schooling, school 
feeding, teacher support and parental monitoring were independently 
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associated with reduced HIV-risk behaviours, including reductions in eco- 
nomic sex (transactional and age disparate) and higher risk sex (condom- 
less, multiple partners, sex while using alcohol or drugs) in young girls and 
boys. The study also found cumulative risk-reduction benefits associated 
with combined social protection grants (Cluver et al., 2016). 

Only two studies reported on clinical outcomes. The SHAZ! intervention 
observed a borderline significant effect on reducing unintended pregnan- 
cies among young women (Dunbar et al., 2014), and grant receipt reduced 
pregnancy among girls in South Africa (Cluver et al., 2016). Other reported 
benefits among OVC included improvements in psychosocial functioning 
and higher completion of primary school and entry into secondary school 
(when compared to national data) (Zuilkowski and Alon, 2015), and higher 
literacy and completion of eight years in education (Goodman et al., 2014). 
Among non-OVC, other benefits included better quality of life, increased 
social support and fewer delinquent acts among StreetSmart participants 
(Rotheram-Borus et al., 2012), and higher indices of gender empowerment 
and near elimination of reports of having sex unwillingly among sexually 
active young women (Bandiera et al., 2012). 


Addressing gender inequality to reduce the risk of HIV 


We identified nine interventions that aimed to address gender inequalities 
(Table 7.3). Five aimed to address gender-based violence, although only 
three exclusively included young people aged 12-26 in Kenya and South 
Africa. Two additional interventions in South Africa included cohorts of 
women aged 18-30, but with 83% below 24 years of age, and aged 18-33 
but with a mean age of 23, so we are including them here. In addition, four 
interventions aimed to shift social norms: one was exclusively for young 
women and two included young women and men, ranging in age from 10 to 
25 years old in Kenya and Zimbabwe. A mass media campaign in Tanzania 
included young people and adults, and although the evaluation included 
respondents of a median age of 31, we report it here as a rare example of 
an intervention that aimed to shift national social norms regarding young 
peoples' sexual partnerships. 


Gender-based violence 


Four interventions that aimed to address gender-based violence focus on 
IPV and one on sexual assault. Three of the interventions were commu- 
nity based and two were school based. Four included gender-transformative 
components, one in combination with social protection components. The 
other was a skills-based training intervention. 

Stepping Stones is an HIV prevention intervention in South Africa 
among young women and men that aims to improve sexual health out- 
comes through building stronger, more gender-equitable relationships 
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and improving communication between partners (Jewkes et al., 2008). 
In a subsequent community-based intervention also in South Africa, Step- 
ping Stones was combined with Creating Futures, an economic empower- 
ment programme to strengthen livelihoods by supporting participants to 
find work or set up a business, but did not provide cash or loans (Jewkes 
et al., 2014). A school-based intervention in Kenya offered empowerment, 
de-escalation and self-defence training to adolescent girls in addition to 
standard life-skills education to reduce the risk of sexual assault (Sarnquist 
et al., 2014). PREPARE was a multi-component, school-based HIV preven- 
tion intervention including after-school educational sessions, school health 
services and a school-based safety programme designed to reduce IPV and 
HIV risk behaviours (Mathews et al., 2016). Finally, the Women’s Health 
CoOp (WHC) intervention in Cape Town enrolled women reporting drug 
or alcohol use in an empowerment and skills-building programme (Wechs- 
berg et al., 2013). 

Four of the five interventions demonstrated positive impacts on IPV vic- 
timization, perpetration or sexual assault. Stepping Stones and Creating 
Futures resulted in a 38% reduction in women’s experience of physical 
and sexual IPV combined, although the difference was only significant for 
sexual IPV when assessed individually. There were no differences in men’s 
reports of IPV perpetration (Jewkes et al., 2014). PREPARE reduced IPV 
victimization (composite of emotional, physical, sexual) by 30% but had no 
impact on IPV perpetration (Mathews et al., 2016). Stepping Stones did not 
reduce IPV victimization (physical and sexual) among young women but 
did reduce reported IPV perpetration (physical and sexual) among men 
(Jewkes et al., 2008). The one intervention among substance-using women 
in Cape Town showed no impact on physical IPV (Wechsberg et al., 2013). 
In the Kenya study, there was a 60% reduction in the reported incidence of 
sexual assault between baseline and follow-up, 10.5 months after the inter 
vention. There were no decreases in the control group. Disclosure of sexual 
assault also increased significantly in the intervention but not in the control 
group (Sarnquist et al., 2014). 

Four studies reported sexual behaviour outcomes. Among men, Stepping 
Stones reduced sexual risk behaviours, including engagement in transac- 
tional sex. However, women initially reported increased engagement in 
transactional sex (at midpoint but not trial endpoint) and no reductions in 
other sexual risk behaviours (Jewkes et al., 2008). There were no impacts 
on sexual risk behaviours including transactional sex in the other interven- 
tions (Jewkes et al., 2014; Mathews et al., 2016; Wechsberg et al., 2013). 
Only Stepping Stones reported a clinical outcome, demonstrating a 33% 
reduction in HSV-2 incidence in women and men but no difference in HIV 
incidence (Jewkes et al., 2008). 

Additional benefits included increased earnings for women and men, 
improved gender norms in terms of attitudes among women and men and 
reduced reported controlling behaviours by men in their relationships, an 
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increase in HIV testing behaviour and a reduction in reported symptoms of 
depression and suicidal ideation among men, and a reduction in alcohol 
and alcohol-related conflict among women in Stepping Stones and Creat- 
ing Futures (Jewkes et al., 2014). Stepping Stones resulted in a reduction 
in problem drinking (AUDIT score), drug misuse initiation and depression 
among men (Jewkes et al., 2008). The WHC intervention in Cape Town 
reduced drug use but did not reduce alcohol use or sobriety at last sex 
(despite initial reductions at month six) (Wechsberg et al., 2013). 


Social norms 


In addition to the GBV intervention that influenced social norms, men- 
tioned earlier (Jewkes et al., 2014), four community-based interventions 
primarily aimed to address social norms. The Regai Dzive Shiri programme 
in Zimbabwe for in-school and out-of-school youth included peer educa- 
tion and participatory learning, community-based sessions for parents and 
community stakeholders, and training for nurses and other staff in rural 
clinics. It aimed to change social norms about sex among adolescents to 
support individual behaviour change (Cowan et al., 2010). There were two 
sports-based interventions in Kenya: the Moving the Goalposts (MTG) foot- 
ball programme aiming to empower young women (Woodcock et al., 2012) 
and the Mathare Youth Sport Association (MYSA) with adolescent girls and 
boys, which evaluated the impact of participation on social norms around 
gender and sexual behaviour (Delva et al., 2010). Finally, Fataki was a 
national multimedia campaign in Tanzania to address social norms relating 
to cross-generational sex (CGS) by mobilizing communities to intervene in 
CGS relationships. The evaluation was conducted with young people and 
adults age 15 or older, with a mean participant age of 31 (Kaufman et al., 
20132). 

Two of the interventions demonstrated shifts in social norms. Regai 
Dzive Shiri positively affected young women’s attitudes to relationship 
control and gender empowerment but had limited impact among young 
men (Cowan et al., 2010). The MTG evaluation found that duration in the 
intervention improved outcomes related to female empowerment (equal 
educational opportunities and playing sport during menses), perceived 
life skills, social life, insights about HIV, and leadership skills. Attendance 
at more established intervention sites was associated with greater benefits 
overall and with a positive outlook on life (Woodcock et al., 2012). Youth 
involved in the MYSA, compared to youth from youth clubs, schools and 
social organizations in the same areas, did not differ in terms of gendered 
subjective norms on virginity, responsibility or fidelity; behavioural attitudes 
towards risk-avoiding behaviour; or behavioural intentions concerning con- 
dom use (Delva et al., 2010). The Fataki campaign increased discussion 
about cross-generational sex and willingness to intervene to challenge such 
relationships but did not shift social norms to oppose such relationships, 
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although the evaluation did not report results for participants under age 24 
(Kaufman et al., 2013a). 

Three of the interventions reported sexual behaviour outcomes. MYSA 
youth were more likely to report condom use during their first and last 
sexual encounters, but there were no other impacts on sexual behaviour 
in this study (Delva et al., 2010) or in Regai Dzive Shiri (Cowan et al., 
2010). Women who had been exposed to the Fataki campaign were less 
likely to be involved in cross-generational relationships, although there was 
no association between intervention exposure and involvement in cross- 
generational relationships among men (Kaufman et al., 2013a). Only the 
Regai Dzive Shiri intervention measured clinical outcomes and found that 
young women in the intervention were less likely to report ever being preg- 
nant, but there were no other impacts on HIV, HSV-2 or current pregnancy 
(Cowan et al., 2010). 


Lessons and challenges for the future 


Within the scope of this review, all but one of the structural interventions 
designed to improve school attendance had a positive impact on school- 
ing. All structural interventions designed to reduce poverty had a positive 
impact on socio-economic outcomes. When evaluating educational attain- 
ment in the context of age-appropriate grades, the outcomes were gener 
ally positive, although there is clearly a need for additional evaluation of 
the impact on educational achievement, such as exam scores. While all 
of the seven poverty alleviation interventions included young people out 
of school, only one of the educational interventions included them (Baird 
et al., 2012). There is need for further interventions to re-engage out-of 
school youth in education, including those who have dropped out of school 
due to an adverse outcome such as unintended pregnancy, both to improve 
their educational outcomes as well as their sexual and reproductive health 
outcomes, including HIV risk. 

The evidence for structural interventions to address gender inequalities 
is less consistent, with two out of four social norm interventions and one 
out of five GBV interventions that measured norms demonstrating a shift 
in norms. Given the importance of social norms in shaping perceptions 
of violence, it is striking that most of the GBV interventions did not meas- 
ure changes in social norms. There is a need for the inclusion of social 
norms outcomes in more multi-component structural interventions in the 
future. Of five GBV interventions, there were three reported reductions in 
physical and/or sexual victimization, although sometimes one and not the 
other, and one in physical and sexual perpetration. These findings support 
the argument that the mechanisms of effect differ for emotional, physical, 
and sexual IPV victimization, and between victimization and perpetration. 
However, differences in studies are also likely to be due to the lack of stand- 
ardized implementation methods and inconsistent measurement tools. 
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There have been important developments in the establishment of standard- 
ized measurement tools of IPV which should be used in future evaluations 
(Heise and Hossain, 2017). There is a growing body of evidence on the use 
of qualitative vignettes to measure social norms, but there are still substan- 
tial challenges in designing effective quantitative measures (Cislaghi, 2017). 

During screening, we identified a further five GBV interventions that 
included young people age 14 and older. All five reduced the risk of IPV 
victimization or IPV perpetration or sexual assault. However, they did not 
stratify results by age, so we excluded them from the review (Pronyk et al., 
2006; Wagman et al., 2015; Abramsky et al., 2014; Parcesepe et al., 2016; 
Wechsberg et al, 2011). SASA! was a highly effective community-based 
intervention, and the authors confirmed that there were no differences 
in intervention impacts on IPV among 18-24-year-olds, although these 
results were not published (personal communication with Tanya Abram- 
sky; Abramsky et al., 2014). Approximately a third of the cohorts in four of 
these trials were under age 24, and stratifying the results by age could have 
contributed further to our understanding of how to intervene to reduce the 
risk of violence among young people. 

In considering the breadth of the evidence on effect, there is a strong 
possibility of publication bias, as we did not include unpublished and other 
grey literature in our search and are aware of a number of relevant studies 
with flat or partially flat results that have thus far only been presented at 
conferences (Kaufman et al., 2013b; Abdool-Karim et al., 2015). 

The evidence suggests that the timing of educational interventions is 
critical, potentially having a larger impact when intervening early to keep 
young people in school (Bruce, 2015). Overall, there appear to be few dif- 
ferences between conditional and unconditional social protection schemes, 
although there is a suggestion from one trial that conditional transfers may 
be more important for older youth from less impoverished households and 
have a more marked impact on educational attainment. A previous meta- 
analysis suggested that it is the intensity of the stipulations and monitoring 
of the conditionality rather than the conditionality itself that has the largest 
effect on school attendance (Baird et al., 2013). The relative benefit of con- 
ditional versus unconditional transfers, weighed against the complexity of 
large-scale implementation, is an important issue for ongoing debate. Step- 
ping Stones and Creating Futures was the only GBV intervention to include 
an economic empowerment component, and resulted in positive impacts 
on social norms, IPV and poverty. There is increasing interest in combined 
gender and economic empowerment approaches. 

From the available evidence, there were few differences for young women 
and men in terms of both education and poverty alleviation. Only two edu- 
cational interventions among non-OVC youth included both young women 
and men, one of which suggested that the impact of unconditional grants 
was more pronounced for young women. However, the gender inequal- 
ity interventions appear to have a more pronounced effect among young 
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women, and potentially require a broader and more intensive engagement 
at a societal level to achieve a shift in gender norms and violence as seen 
in SASA! The need to engage both women and men across the generations 
to shift gendered perceptions remains a priority, as this also impacts on 
young women’s access to education and economic opportunity. Certainly, a 
previous review of studies to prevent violence against women found great- 
est promise from studies that included group training for women and men, 
community mobilization, and combining livelihood and training interven- 
tions for women (Ellsberg et al., 2015). 

There are cross-over benefits of structural interventions among youth, 
with two of the education interventions demonstrating positive impacts on 
socio-economic outcomes, one on IPV, and two on social norms; two pov- 
erty interventions impacting on educational outcomes and one on GBV and 
social norms; and one GBV intervention impacting on poverty (Figure 7.5). 
Given that singular structural drivers, such as poverty, influence the causal 
pathway to HIV through multiple routes, combining interventions to tackle 
multiple influencers of risk is vital. However, there are financial challenges 
to implementing multi-sectoral interventions. Zomba was the only struc- 
tural intervention in this review to reduce HIV risk for young women, yet 
it was unlikely to be cost-effective from an HIV perspective (Baird et al., 
2012). Indeed, a cost-effectiveness assessment showed that if each sector 
(education and health) adopted a siloed approach and assessed the value 
of the intervention in its sectoral silo, the intervention would not have been 
funded (Remme et al., 2014). By contrast, if sectors pooled their resources 
through a co-financing mechanism to jointly achieve their outcomes, they 
would be able to cover the full cost of the intervention and even spend 
less for the same outcomes than they would have each spent in their own 
sectors (Remme et al., 2012; Remme and McGuire, 2018). A pilot study in 
sub-Saharan Africa is currently assessing the practicalities of operational- 
izing the co-financing approach in governmental planning and budgeting 
(Vassall, 2018). 

A few of the interventions suggest the importance of assessing the impact 
at multiple time points, ensuring sufficient time for the upstream changes 
to take effect, and assessing the duration of the impact. This has been high- 
lighted in other GBV interventions as well (Wagman et al., 2015). We did 
not extract details on the duration of intervention or time points of evalua- 
tion from the papers reviewed. Building a body of evidence on the optimal 
intensity and duration for effect and timelines for evaluation will be useful 
going forward. 

The measure of proximal risk factors and HIV infection were not inclu- 
sion criteria for this review. The self-reported nature of sexual behaviour 
data makes it sensitive to social desirability bias, but it still provides a useful 
indicator of risk behaviour change (Krumpal, 2013). Eleven out of 12 edu- 
cation and poverty interventions that measured sexual behaviour outcomes 
reported some positive effects. Of the five gender inequality interventions, 
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only one had a positive impact on sexual behaviour. However, the two social 
norm interventions that did not impact on norms did impact on sexual 
behaviour, suggesting additional mechanisms of effect. The sexual behav- 
iour results were not consistent, with some showing impact on measures such 
as sexual debut, transactional sex and condomless sex, but others not, and 
with differences by gender. The HPTN068 trial results highlight the point 
that cash transfers have the potential to function through multiple routes; 
despite having no impact on education, the intervention still resulted in 
positive impacts on sexual behaviour outcomes. Only three interventions 
assessed early marriage as an outcome, with split results. The measure of 
early marriage is important, as it can be a trigger for school dropout, limit 
young women's ability to negotiate safer sex or indicate forced child mar- 
riage, which is a risk factor for partner violence (Lloyd and Mensch, 2008; 
Durevall and Lindskog, 20152). 

Six of the seven educational and poverty interventions that measured 
clinical outcomes showed a positive effect predominantly in terms of preg- 
nancy, while two of the gender inequality interventions showed clinical 
impacts on HSV-2 and ever being pregnant. Only one trial, Zomba, dem- 
onstrated a positive impact on HIV as well as HSV-2, with no impact in the 
other three interventions that measured HIV. Overall, there was stronger 
evidence for sexual behaviour and clinical impact among young women 
than among men. This may well reflect the differential risk for young 
women and men in this age group and the differential reporting bias on 
sexual behaviour due to social desirability (Krumpal, 2013). Although all 
the evidence suggests that keeping young girls in school, alleviating poverty 
and addressing gender inequalities will help mitigate the risk of acquiring 
HIV, a key challenge is establishing whether these interventions have an 
effect on HIV incidence. Limited evidence on the direct impact on HIV 
incidence is a major challenge to financing and scaling up such interven- 
tions. We need to find better ways to estimate impact over the longer term. 

We conducted a comprehensive and expansive review of structural inter- 
ventions among young people in ESA designed to intervene on the causal 
pathways to HIV infection. However, in summarizing this evidence we need 
to consider a number of limitations of the review. The majority of the struc- 
tural interventions designed to address school attendance and poverty 
focused on OVC. We aimed to identify structural interventions with educa- 
tional and socio-economic outcomes but which were designed to intervene 
on the pathway to HIV. It is possible that this search strategy emphasized 
the identification of interventions with OVC from households affected by 
HIV and failed to identify other educational and socio-economic structural 
interventions that may also have been relevant. There were surprisingly few 
interventions among young people addressing gender inequalities and, 
although expert review by authors supports the findings, there is a chance 
that their absence is a manifestation of our search strategy, especially our 
reliance only on the published literature. It is also noteworthy that the 


Addressing structural drivers of HIV in ESA 163 


studies included in the review were all concentrated in only seven coun- 
tries in ESA: Kenya, Malawi, South Africa, Tanzania, Uganda, Zambia and 
Zimbabwe. From experience, we know that the majority of HIV prevention 
research is taking place in these countries, although it is also likely that our 
focus on English language literature restricted evidence from other coun- 
tries in the region. 


Recommendations and next steps 


A growing body of evidence points to the benefits of structural interven- 
tions to improve livelihood and gender equality for young people in ESA. 
To build on this evidence base, it will be useful to have consistent and 
multi-sectoral measures of effect. School attendance is a clear outcome 
measure, but it would be helpful to also assess a broader range of educa- 
tional achievement and socio-economic indices consistently. Measures for 
IPV are now well defined, but there is a need for reliable tools to meas- 
ure social norm change. Similarly, using consistent measures of proximal 
determinants would aid comparison. Recent clarifications have been made 
to the definition and validation of measurement tools for transactional sex 
(Stoebenau et al., 2016; Wamoyi et al., 2016; Wamoyi et al., 2017; UNAIDS/ 
STRIVE, 2018). Looking forward, we have to consider the best way to cap- 
ture measures of ‘protected’ versus ‘unprotected’ sex beyond just condom 
use, as the availability of oral pre-exposure prophylaxis increases and the 
benefits of universal test and treat and VMMC are realized. In the context 
of expanded prevention options, it is also critical to pay attention to struc- 
tural drivers that serve as barriers to prevention services, such as stigma 
restricting access to comprehensive sexual and reproductive health services 
for young people (Krishnaratne et al., 2016; Stangl, in press; Stangl et al., 
2017; Stangl and Sievwright, 2016; Stangl et al., 2013; Delany-Moretlwe, 
2018). The challenges of measuring an impact on HIV incidence within 
short time frames are clear; it would therefore be useful to collect other 
indices of exposure including pregnancy, HSV-2 and other relevant sexu- 
ally transmitted infections (STIs) such as syphilis and chlamydia (Pinkerton 
et al., 2002). 

While the evidence base for structural interventions is strong, the 
pathways of impact are not consistent. Few papers included the theory 
of change that underpinned the design of the intervention. It would be 
useful to define clearly the underlying theory of change in each interven- 
tion in order to evaluate the mechanisms of effect for individual and com- 
bined interventional components. Similarly, definitions and comparisons 
of intervention duration, time to impact and measures of maintenance of 
impact would all enhance our understanding of the value, cost-effectiveness 
and scalability of interventions. Differences in age groups should also be 
investigated (Kinghorn et al., 2018). This is as true of educational interven- 
tions, where the age of intervention appears to be important, as it is for IPV 
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interventions that tend to enrol predominantly adult cohorts. All interven- 
tions should ensure sufficient statistical power to stratify results by gender. 
A further noteworthy challenge of structural interventions with adolescents 
is the need for parental consent to participate, and the potential for the 
most vulnerable young people to be excluded from either the interven- 
tion or the evaluation process, because they cannot gain parental consent, 
thereby impacting the generalizability of the findings. 

The evaluation of interventions in a more diverse set of countries would 
further contribute to our understanding of the contextual sensitivities of 
some of these interventions. Evidence on livelihood interventions, particu- 
larly in East Africa, derives substantially from OVC households; applying 
lessons from OVC interventions to other vulnerable groups of young peo- 
ple, including out-of-school youth and young married women, could yield 
additional valuable evidence. Evaluations of government social protection 
programmes were particularly valuable in this review. As governments in 
sub-Saharan Africa expand social protection programming, there is the 
potential to evaluate the impact on structural drivers of HIV and on HIV 
infection among young people. 

Finally, the most important challenge for the future is to move evidence 
into practice. Improving educational attainment, reducing poverty, chal- 
lenging restricting and harmful gender norms and mitigating the risk of 
gender-based violence are important steps to interrupt the causal pathway 
towards HIV infection. The evidence supports a multi-sectoral approach 
for multiple outcomes. Such approaches need to be integrated into HIV 
prevention, gender empowerment and broader development initiatives in 
line with the SDG priorities. To achieve this, we need further evidence on 
the best mechanisms to achieve scale, integration into existing programmes 
and sustained effectiveness. We also need more information on the imple- 
mentation of cross-sectoral co-financing as an innovative strategy to sup- 
port upstream interventions that yield multiple benefits, thus increasing 
efficiency in the allocation of government, donor and other budget hold- 
ers’ resources. The priority must be the implementation of high-impact 
interventions that can achieve multiple health and social impacts for young 
people in the process of mitigating the risk of HIV and achieving cost- 
efficiencies across the interconnected SDGs. 
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Introduction 


The health and well-being of young people (10-24 years) is vital to the 
social and economic development goals of the Africa continent, which is 
home to a youthful and growing population.! Protecting the sexual and 
reproductive health and rights (SRHR)? of these young people is clearly a 
fundamental requisite. However, there remain substantial barriers to young 
people accessing quality health services, and they face a range of serious 
health challenges, particularly with regard to their sexual and reproductive 
health (SRH) (Kabiru, 2013; Fatusi, 2016). In sub-Saharan Africa, HIV pre- 
vention remains a persistent challenge among young people, where 37% of 
all new infections are among youth aged 15-24 and where females are dis- 
proportionately affected (UNAIDS, 2019). Likewise, there exist high rates 
of teenage pregnancy, unsafe abortion and maternal mortality and morbid- 
ity in the region, all underpinned by pervasive sexual and gender-based 
violence (SGBV) and harmful cultural and gendered practices (Juma and 
Klot, 2011; Anderson, 2015). 

Adolescence is a life phase in which rapid physical maturation and psy- 
chological and cognitive change takes place, with adolescent development 
fundamentally impacted by their structural and social environments. Dif- 
ferential exposure to these environments has the potential to positively 
or negatively shape adolescent health and psychological well-being, with 
strong associations between socio-economic status and health behaviours 
and concomitant long-term outcomes (Fatusi and Hindin, 2010; Sawyer 
et al., 2012). Young people who are also members of key populations (KP)? 
are one example of young people facing compounded vulnerabilities since 
they share a number of specific barriers and challenges concerning their 
SRHR, linked to legal, social and political structures, which undermine their 
ability to access healthcare (Cornell and Dovel, 2018), and this is reflected 
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in the poor SRH indicators for this group. Given these overlapping and 
intersectional challenges, there is need to apply a comprehensive frame- 
work of analysis which draws on all aspects of their lifestyles and choices, 
peer groups and networks as well as broader social, economic and political 
structures. This comprehensive approach is indispensable to efforts to fully 
understand the challenges these young people face, and to plan and take 
action on appropriate policy and programmatic interventions to improve 
their overall health and well-being. 

This chapter presents an overview of what is known about the SRHR of 
young key populations (YKP) in Southern Africa, using specific examples 
from five countries, namely Angola, Madagascar, Mozambique, Zambia and 
Zimbabwe, to anchor the discussion. The discussion draws on the social 
determinants of health framework to structure an analysis of what is known 
about the determinants and drivers of sexual and reproductive health 
(SRH) risk and to highlight the gaps in evidence and understanding of 
specific vulnerabilities of these groups of youth. The social determinants 
of health framework allows for an analysis that goes beyond some current 
approaches which are over-reliant on psychosocial or behavioural factors of 
risk and vulnerability and which fail to adequately consider the underlying 
structural and social factors which shape and limit these behaviours and psy- 
chological predispositions (Ross, 2010). The discussion is based on a review 
of academic and grey literature concerning the SRH of YKPs in Southern 
Africa, together with a series of interviews with key informants from rel- 
evant government ministries, international organisations and international 
and national non-governmental organisations (NGOs) working with key 
populations in each country. Our initial findings point to the importance 
of understanding the vulnerabilities and risks faced by young people in 
these key populations in the context of a wider consideration of the social 
determinants of health of all young people, as well as in the context of the 
full range of SRH needs and priorities which include but go beyond HIV 
alone. Moreover, looking more broadly at the economic situation of young 
people, educational and employment opportunities, health systems, and 
peer and family networks will give us a more complete picture that will help 
us to understand how and why certain young people are more at risk for 
negative SRH outcomes than others. This more comprehensive approach 
creates the foundations for the development of equally comprehensive and 
more inclusive policies and programmes to protect and promote the SRHR 
of all young people in the region in all of their diversity. 

The research informing this chapter is part of an ongoing study being 
carried out by the Health Economics and HIV and AIDS Research Division 
(HEARD) as part of a joint four-year project in collaboration with United 
Nations Development Programme (UNDP) and African Men for Sexual 
Health and Rights (AMSHeR), supported by funding from the govern- 
ment of the Netherlands. The overall project aims to strengthen HIV/SRH- 
related rights of young key populations in law, policy and strategy in five 
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Southern African countries (Angola, Madagascar, Mozambique, Zambia 
and Zimbabwe) and at the SADC regional level. The long-term objective of 
the project is to improve the SRH outcomes for young key populations in 
SADC countries. 


Why a focus on young key populations? 


In the context of the HIV and AIDS response, key populations have been 
defined as groups who are at increased risk of HIV infection and who are 
often faced with legal and social barriers and discrimination which increase 
their vulnerability to HIV and prevent them from accessing the concom- 
itant SRH services.* Young members of key populations are located at a 
critical juncture of overlapping vulnerability for poor SRH, facing both the 
challenges associated with adolescence and the stigma and discriminations 
experienced by key population groups. Despite growing attention to the 
health of key populations in the Southern African region, there is a pau- 
city of research on SRHR (including HIV) of YKPs, in part because of the 
methodological difficulties in identifying and reaching these young people, 
who in most cases have good reason to remain “hidden” because of the 
discrimination, stigmatisation and possible criminalisation that they may 
face. There are also important ethical challenges in carrying out research 
among young people under the age of 18, and while the 15-18-year-old 
segment of the young key populations is more under-researched than their 
older counterparts, the reality is that many of these 15-18-year-olds are also 
sexually active and in need of quality SRH services. Given the above, there 
are few studies which specifically explore how and why young people from 
these key populations may face specific challenges regarding their SRHR. 
The paucity of reliable data and the lack of in-depth knowledge are suf 
ficient reason for pursuing further research into the situations of YKPs. But 
what we do know makes this even more urgent, as available data suggest 
a range of negative SRH indicators for young people in general, and in 
particular for young people in key populations. An analysis conducted by 
UNICEF estimates that 9.6 million young people aged 15-24 will be newly 
infected with HIV in sub-Saharan Africa between 2017 and 2050 (UNICEF, 
2018). Other estimates suggest that 50% of new HIV infections worldwide 
occur among members of young key populations (WHO, 2014). Young 
people in key populations also experience heightened risk of other STIs, 
unintended pregnancy, violence and other negative health outcomes. This 
is indicative of the vulnerable situation in which these young people find 
themselves, a vulnerability which is heightened in many cases by punitive 
legal contexts, stigma and discrimination. Restrictive legal contexts which 
criminalise same-sex activity, sex work or drug use — and the social stigma 
attached to these — affect all key populations, but for young people there 
are additional barriers. In some cases, health service providers face legal 
restrictions in providing SRH services such as HIV testing or provision 
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of contraception to young people under the age of 18 without parental 
consent (Mbeba et al., 2012; Chandra-Mouli et al., 2015; Delany-Moretlwe 
et al., 2015). NGOs and associations working with key populations may also 
be reluctant to engage with young people for fear of being accused of pro- 
moting homosexuality or sex work, for example (Muller et al., 2018). Like 
other adolescents and young people, YKPs are at a crucial age of social 
and sexual development where they face pressure from families, peers and 
community and require support and access to services to ensure positive 
health for their present and future lives. The combination of being young 
and being a member of a key population means that many of these YKPs 
find themselves in a situation of high vulnerability with little or no access to 
SRH services or to social support groups or networks. Improving the SRHR 
of these young people is thus a major challenge, and one which requires 
understanding of the very specific situations in which they find themselves 
in order to design programmes and interventions which can really make a 
difference to their health outcomes. 


Deconstructing the categories of key populations 


For over a decade, key populations have been central in policies and inter- 
ventions on HIV and AIDS at international levels.° The focus on key popula- 
tions is justified by these groups’ vulnerability and risks of HIV infection as 
mentioned earlier. However, without detracting from the importance of the 
attention to key populations — a focus which has been necessary in the more 
targeted responses to HIV and AIDS - it is important to deconstruct and 
analyse these categories and to acknowledge that both between and within 
different key populations there is a wide variety of different situations of risk 
and vulnerability, and also possibilities for action and resilience. Research 
studies have shown the diversity within each of the so-called key population 
groups (Paiva et al., 2015; Parker et al., 2016; Garcia et al., 2016), but the 
continuing usage of the term in policy and programming masks this diver- 
sity and thus erases the impacts of varying social, economic and political 
inequalities on individual members of the groups. The category of men 
who have sex with men (MSM), for instance, encompasses men in a wide 
range of social and economic situations, from those who are living in pov- 
erty and engaging in transactional sex for economic survival to others who 
are in an economically and socially privileged position but who may in turn 
be marginalised by legal restrictions or stigmatisation by peers. The ways in 
which MSM identify and experience their sexual orientations and gender 
identities also varies from one person to another (Alcala-Alezones et al., 
2018; Sandfort and Reddy, 2013; Sheehy et al., 2014). Creating generalised 
categories such as MSM can risk excluding and marginalising those who 
feel that they cannot or should not be categorised as such (Kaplan et al., 
2016). Similarly, the category of “sex workers” will encompass both more 
professional and visible sex workers who may be organised in associations 
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to defend their interests, and young men and women engaging in transac- 
tional sexual relations in a more informal way, who may not even acknowl- 
edge or recognise that they are involved in sex work. Young women and 
men engage in transactional sex for a variety of often interconnected rea- 
sons including economic necessity, gender norms or cultural practices. 
Reducing this range of meanings and motivations to one categorisation 
may lead to misrepresenting or misunderstanding the complex nature of 
transactional sex (Stoebenau et al., 2016; Wamoyi et al., 2016). Moreover, 
labelling any member of a key population primarily by function of this 
identity runs the risk of classifying their risks and vulnerability in unidi- 
mensional terms and ignoring other intersectional forms of discrimination 
and domination which they may face. Women in sex work have argued that 
this identification as a “sex worker” ignores their experiences as women 
affected by norms related to gender and sexuality, and also their social and 
economic positioning and experiences (Weitzer, 2009). Further, the use 
of the notion of YKPs to indicate those young people most at risk of HIV 
infection may risk further stigmatising these young people by casting them 
in a negative framework which does not create space for the positive and 
pleasurable aspects of their sexual and gender identities and behaviours. 

This diversity of situations is true for all the key populations as cur 
rently defined, making any research or policy recommendations compli- 
cated. Moreover, there is a lack of research and data on some of the key 
populations, leading to them being hidden or invisible in policy-related or 
programmatic discussions. In all of the five countries studied, there is com- 
paratively little data on young transgender people, young people in prison 
or other forms of detention and young people who inject drugs. In many 
cases, what evidence does exist seems to indicate a “crossover” between 
these young people in a situation of complex and intersectional identities 
with cross-established categorisations. For example, many young transgen- 
der people may also be involved in transactional sex or inject drugs. These 
crossovers render even more problematic any forms of analysis or interven- 
tions which attempt to consider YKPs as discrete categories separate from 
one another. 

In order to be able to develop more effective policy and interventions 
to respond to the needs of all members of key populations, we need to 
better understand these variations and the multiplicity and complexity of 
the SRH situations and outcomes that exist in particular social contexts. In 
order to do this, we need to move beyond unidimensional analyses which 
focus on only one factor affecting the SRHR of key populations. Whilst any 
individual factor may be important, examining it in isolation from a wider 
range of determinants of health will give only a partial picture. Detailing 
legislative frameworks on sex work, homosexuality or drug use, for exam- 
ple, may help to provide some elements of the context in which members 
of key populations SRHR are determined, but it will not be able to explain 
why certain members of these groups have better outcomes than others. 
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Evidence shows that de-criminalisation of homosexuality, for example, does 
not necessarily improve the SRHR of MSM or transgender people in these 
countries (Beyrer et al., 2013). Thus a multidimensional approach is vital 
in understanding the SRHR of young people who are designated as mem- 
bers of key populations. This multi-dimensional approach will also allow 
us to question the definitions and boundaries of key populations and to 
unpack the a priori categorisations which might limit the impacts of poli- 
cies and interventions aimed at improving SRHR for young people. 


Using a social determinants of health framework to 
understand the vulnerability of young key populations 


To better understand the HIV and SRHR situation of young people who 
are designated as members of key populations, we have thus chosen to 
use a social determinants of health (SDH) framework (Solar and Irwin, 
2010; Viner et al., 2012). This framework analyses the complex interactions 
between different levels of factors in determining the health of individuals 
within varying groups in a general population. Wider structural and sys- 
temic determinants, such as economic inequalities, political or legal sys- 
tems (e.g. punitive laws) and health systems, interact with more proximate 
determinants such as family, peer or community networks and micro-level 
individual and behavioural-level determinants (e.g. substance abuse). This 
interaction will be mediated by factors related to social constructions of 
gender identity and sexual orientation. There is thus a complex interplay of 
factors which shapes risks and vulnerability, with intersecting social, physi- 
cal, economic and policy factors at both macro and micro levels. Thus each 
individual, situated at a different point within this matrix, has their own 
unique situation of risk, vulnerability or possibility in terms of health out- 
comes. Using this framework will help us to understand how and why cer- 
tain individuals are more at risk or vulnerable in terms of SRHR, and how 
policies and interventions could be better designed to target specific deter- 
minants and effect a real shift in health outcomes. Whilst the SDH frame- 
work has been in use for some time, there are still few empirically based 
studies which fully consider determinants at all levels of the framework and 
their interactions. Further, the framework may need to be adapted for con- 
sidering young people, for whom various determinants, such as peer net- 
works, may be found to play a larger role than for adults. 

The research on young people who are members of key populations is 
central here because of the youthful “demographic bulge” of the coun- 
tries of the SADC region and also because of the specific sets of determi- 
nants which affect young people's health outcomes particularly. In all five 
countries studied here, as in the region more generally, the majority of 
the population is under 25 years old. The health of these young people is 
thus central for the future health of the country and the region. A focus 
on young people is also necessary and justified by a life-course approach 
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to health, which makes it evident that poor sexual and reproductive health 
during this period of life will have severe ongoing consequences for the 
whole of an individual’s lifespan. The complex physical, psychological, 
emotional and social changes that take place during adolescence have 
immediate and long-term implications for individuals. For example, the 
onset of puberty is linked to the initiation of sexual activity and subsequent 
exposure to the risk of pregnancy and STIs, including HIV. Awareness of 
sexual orientation and gender identity may emerge or become clearer dur- 
ing this period. Social determinants of health are also very specific to the 
period of adolescence and early adulthood, with an increased influence of 
family and peer networks (Viner et al., 2012). 

Researching SRHR of young key populations also necessitates widening 
the focus beyond the exclusive concentration on HIV and AIDS. Whilst HIV 
remains a critical issue for most of the countries in the region, the young 
people with whom we are concerned also face multiple other and often 
linked SRH challenges which must be considered and which, in fact, can 
impact the HIV prevention agenda (Crankshaw et al., 2016; Patton et al., 
2016). For young female sex workers, for example, our initial research high- 
lights a predominantly HIV-dominated intervention response with very lit- 
tle attention paid to these young people’s reproductive health, including 
access to contraception, the problem of unintended pregnancy or unsafe 
abortion. These challenges are inextricably linked with HIV prevention 
efforts (e.g. elimination of mother-to-child transmission of HIV or safer con- 
ception strategies) and share cross-cutting systemic challenges (e.g. SGBV) 
which render some more vulnerable to poor health outcomes than others. 


Applying the social determinants framework 
to our baseline findings 


Global research has shown that the strongest determinants of adolescent 
health in general are structural factors such as national wealth, income 
inequality and access to education (Viner et al., 2012). Our findings point 
to the major impacts of low levels of national wealth and of economic ine- 
qualities on the young people in the five countries studied. Poverty and low 
levels of national wealth affect spending and availability of public services 
such as health and education. In many of the project countries there is a 
basic lack of health infrastructure, and populations, particularly in rural 
areas, have little access to basic health services (Marks et al., 2016; Ray and 
Masuka, 2017). For young people, and particularly those in key populations 
who may experience additional discrimination and stigma, finding appro- 
priate and suitable health advice and care for issues related to SRH issues is 
often an unsurmountable challenge. The lack of educational opportunities 
for young people is also a component in creating situations of risk and vul- 
nerability for young people and is linked to worse sexual and reproductive 
health outcomes (Van Stam et al., 2014). 
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Young people are particularly affected by income inequality. In all five 
countries, our baseline research showed particularly high levels of poverty 
among young people and high levels of youth unemployment. In Mada- 
gascar, for example, where recent estimates indicate that extreme poverty 
impacts 56.596 of the population (IMF, 2017), poverty has a “predominantly 
young face" (World Bank, 2014). There, young aged 15-24 face immense 
difficulties in entering the labour market and 75% of the unemployed in 
the country are under 30 years old (ILO Instat, 2014). Similar situations 
are found in the other countries studied. In Mozambique, the majority of 
young people have no access to formal employment (ADB, 2012), and the 
high youth unemployment levels have been described as leaving young peo- 
ple in a “state of waithood . . . a situation of waiting to become full adults” 
(p. 16). Poverty and economic inequality impact on young people's SRHR 
in various ways, including in their abilities to pay for health services and in 
their survival strategies, which may in the absence of alternatives lead them 
to sex work, for example. In Madagascar, increasing rates of transactional 
sex and sex tourism have been noted in recent years (PSI, 2017; Freedman 
et al., forthcoming). Although reasons for transactional sex and routes into 
sex work are not by any means straightforward or unidimensional, there is 
strong evidence that for many girls and young women transactional sex is 
primarily a means to be able to buy basic necessities for themselves or their 
families (PSI, 2017). Evidence from our research, particularly in the south 
of the country, showed the ways in which traditional and customary gender 
norms have become imbricated with current structural conditions of pov- 
erty and lack of employment, to create situations where transactional sex is 
a *way of life" for young women. Similar patterns are in evidence in Zimba- 
bwe, where increasing poverty has led to sex work becoming less formalised 
with the emergence of different forms of transactional sex, and interactions 
between sex workers and clients becoming riskier (Elmes et al., 2017). Young 
women engaged in this less formalised sex work may not view themselves as 
"commercial sex workers" and so may risk being missed by targeted health 
interventions yet struggle to access necessary healthcare elsewhere given 
conservative community norms around youth and sexuality, and barriers 
posed by age of consent laws in Zimbabwe and the region more broadly. In 
Zambia, research has shown that the influence of poverty and inequality as 
"pathways" to sex work is greater for young women than for other members 
of the population (Butts et al., 2017). Engaging in transactional sex renders 
young people vulnerable to infection with HIV and other STIs, unwanted 
pregnancies and SGBV (Stobeanau et al., 2016). This vulnerability is height- 
ened by legal and policy contexts in which sex work is criminalised, as is the 
case in Zambia and Zimbabwe, where young people engaged in sex work 
may fear reporting SGBV and receiving the necessary care for fear of being 
arrested themselves. These contexts will interact with economic factors (e.g. 
out-of-pocket costs to access healthcare) to render young sex workers even 
more vulnerable to poor HIV and other SRH outcomes. 
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As suggested above, legal and political structures also act as determinants 
on the SRH of young key populations. In Zambia and Zimbabwe, homo- 
sexuality is criminalised, meaning that young people are often scared to 
reveal their sexual orientations or gender identities for fear of arrest, deten- 
tion or physical abuse (Hachoonda, 2017; Meer et al., 2017). But even in 
Madagascar and Mozambique, where homosexuality is legal, norms which 
strongly favour heterosexuality may mean that young people choose to hide 
or deny their homosexuality for fear of negative reactions, stigmatisation or 
violence. Gay or transgender people may thus become “invisible,” a status 
which can prevent them from accessing health services and push them into 
marginalised positions within society. In Mozambique, for example, while 
the decriminalisation of homosexuality has been an important structural 
change for the legal position of young gays and lesbians, the strongly nor 
mative stance on gender relations and identities of key opinion leaders has 
not shifted much, leading to a continuing marginalisation of young MSM 
and pressure on them to raise a family (Macia et al., 2011). Marginalisation 
and stigmatisation of young lesbian, gay, bisexual, transgender and intersex 
(LGBTI) people, sex workers and injecting drug users (IDUs) are often a 
fundamental barrier to these YKPs accessing health services where attitudes 
towards them are discriminatory and where the care provided is inappro- 
priate or unresponsive to these young people’s specific SRH needs. Sex 
workers, for example, have been found not to disclose their work to health 
professionals or to misrepresent their health problems or even to avoid 
care entirely because of their fears of discrimination (Scorgie et al., 2011; 
Lafort et al., 2016; Mwashita, 2017). 

Health systems themselves are an intermediate determinant of health 
through which differences in health vulnerabilities and risks are exacer- 
bated or mitigated. The five country case studies have different organisa- 
tions of health systems, but a common factor seems to be health systems 
which suffer from lack of resources and which may be fragmented in 
their delivery of services, with vertical delivery of services, for exam- 
ple, separating structures dealing with HIV/AIDS from those address- 
ing other SRH needs. In Mozambique, for example, there is only one 
methadone treatment site in the country, which is situated in the psy- 
chiatric hospital in Maputo. Key informants revealed that people who 
inject drugs who sign up for this programme often leave prematurely, 
as they are hospitalised together with psychiatric patients and alcoholics 
and find it difficult to cope in such an environment. Cost of services and 
distance from health facilities remain major barriers for many people in 
accessing care (Marks et al., 2016; Garchitorena et al., 2017). For YKPs 
these problems may be intensified in country contexts where their health 
needs are marginalised. For example, despite provision for treatment 
for AIDS, TB and hepatitis in Mozambique’s Prison Policy (2002), the 
Integrated Biological and Behavioural Survey found that prisoners often 
faced interruptions and discontinuation of their treatment regimens 
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(INS, 2013). A serious lack of health provision for prisoners or for IDUs 
in many countries reinforces the vulnerabilities of these young people to 
poor SRH outcomes. 

Structures of gender inequality and the persistence of traditional atti- 
tudes and norms towards gender and sexuality in conjunction with the exist- 
ing socio-economic and political systems in each country may thus impact 
on the SRHR and the general health and well-being of persons belonging 
to gender or sexual minorities. Similarly, traditional gender norms which 
place an important prime on heterosexuality and “traditional” family struc- 
tures create a context within which young women have little control over 
their sexuality and face particular risks to their sexual and reproductive 
health. Proximal determinants such as family and peer networks mediate 
the effects of these structural determinants and have a strong impact on 
young people’s SRHR. Globally research has shown how social networks 
including family and peers shape sexual behaviour (Marston and King, 
2006). Again, our research shows the potential negative impacts on SRH of 
young people in communities where there is strong peer pressure on young 
people to have sexual relations at an early age, or where young men feel 
peer pressure to engage in multiple sexual partnerships. In Madagascar, 
the research has shown that strong pressure both from family and peers 
to engage in sexual relations at an early age, in combination with a lack of 
access to contraception and to SRH services, has led to high rates of preg- 
nancy among young women and also to high rates of illegal abortion (Focus 
Development, 2007). Young people with weak sex-work peer networks, as 
our research suggests may be the case for adolescent sex workers in Zimba- 
bwe, may not benefit from targeted interventions accessed via these referral 
pathways. 

A final piece in the social determinants framework is the individual 
behavioural-level determinants, which means that two young people who 
are seemingly in near identical socio-economic conditions, with similar 
family and peer networks, gender identities and sexual orientations, may 
still have very different SRH outcomes. These issues are not explored in 
the baseline literature review and key informant interviews, and thus need 
further in-depth research and analysis. One of the objectives of our ongo- 
ing research will be to aim to capture these individual-level determinants 
by in-depth biographical interview techniques to understand better young 
people’s choice and pathways to vulnerability or resilience. This under 
standing should lead to recommendations on how better to engage young 
people from key populations to promote behaviours and choices which will 
improve their SRH. 


Conclusion: moving forward 


The initial baseline analysis of the sexual and reproductive health of 
young key populations in these five countries using a social determinants 
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of health framework has shown the multiple interlocking factors that may 
lead to poor HIV and SRH outcomes, including infection with HIV and 
other STIs, unwanted pregnancies, sexual and gender-based violence. This 
acknowledgement of the multiplicity of pathways into vulnerability for 
these young people and the intersectional nature of the barriers and risks 
they face points to the need for more in-depth research to fully understand 
how policy and programming could address these determinants to improve 
SRH for young people in key populations. Questions for further research 
emerge directly from a lack of data on certain young key populations — 
especially young prisoners, young transgender people and young IDUs — 
and others push to explore further the ways in which varying constellations 
of social determinants will lead to individual outcomes of risk or vulner- 
ability for young people's SRHR and how these may be better addressed in 
the future. 

Further, our baseline studies point to more serious issues with the cat- 
egorisation of young key populations and the ways in which these catego- 
risations have been employed. Thus issues which need to be considered in 
future research concern the ways in which a social determinants of health 
framework might lead to re-consideration of the categories of key popula- 
tions in the SADC region as applied to young people. We need to better 
understand who these populations are and how exactly they are rendered 
vulnerable. Given a certain set of systemic and structural determinants, how 
and why do certain individuals and groups have more negative health out- 
comes than others? And which policy interventions would be most effec- 
tive in transforming the social determinants for YKPs, thus ensuring better 
sexual and reproductive health outcomes? 


Notes 


1 Approximately two-fifths of Africa's population are 14 years or younger, and 
nearly one-fifth (19%) are between the ages of 15 and 24 (African Union, 2015, 
2017; UNECA, 2017). 

2 Sexual and reproductive health and rights (SRHR) is broadly defined as “a state 
of physical, emotional, mental, and social wellbeing in relation to all aspects of 
sexuality and reproduction, not merely the absence of disease, dysfunction, or 
infirmity. Therefore, a positive approach to sexuality and reproduction should 
recognise the part played by pleasurable sexual relationships, trust, and com- 
munication in the promotion of self-esteem and overall wellbeing. All individuals 
have a right to make decisions governing their bodies and to access services that 
support that right" (Guttmacher-Lancet Commission, 2018). 

3 Key populations are generally defined as men who have sex with men (MSM), 
people who inject drugs, people in prisons and forms of detention, sex workers 
and transgender people (UNAIDS, 2014). 

4 www.unaids.org/en/topic/key-populations. 

5 It should be noted that the introduction of KP programmes has been varied 
across this time, with a somewhat later adoption in Africa due to the focus on 
more generalised epidemics in many countries on the continent and in some 
cases political resistance to programmes targeting criminalised or otherwise mar- 
ginalised groups. 
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Introduction 


Worldwide, HIV incidence among young females aged 15-24 is 4496 
higher than it is among their male counterparts (UNAIDS (Joint United 
Nations Programme on HIV/AIDS), 2017). This gender divide is espe- 
cially pronounced in Eastern and Southern Africa (ESA), where young 
women accounted for 26% of new HIV infections in 2016 despite com- 
prising about 10% of the population (UNAIDS, 2017). Adolescent girls 
and young women (AGYW) have therefore been the focal point for HIV 
prevention initiatives, whereas adolescent boys and young men (ABYM) 
have been relatively overlooked. Although HIV prevalence peaks among 
men in sub-Saharan Africa (SSA) at a much later age than it does among 
women, ABYM are not at zero risk. Moreover, behavioural patterns 
formed during early adolescence become ingrained in adulthood (Woog 
and Kagesten, 2017), setting the stage for adolescent boys’ increasing 
risk of HIV acquisition as they age. Early adolescence provides an oppor- 
tunity for instilling positive sexual and reproductive health attitudes and 
behaviours. 

Pronounced gender disparities occur across the HIV care continuum 
(DiCarlo et al., 2014; Gari et al., 2014; Staveteig et al., 2017). ABYM, espe- 
cially those who have sex with other boys or men (Cornell and Dovel, 2018), 
continue to be left behind in efforts to achieve the 90—90—90 goals (UNAIDS, 
20172). Studies in many ESA countries have shown that HIV testing rates 
are sub-optimal among 15-24-year-old ABYM (9% ever tested vs 13% of girls 
the same age) (United Nations Children's Fund (UNICEF), 2018), as are 
initiation of and adherence to antiretroviral therapy (Ochieng-Ooko et al., 
2010), retention in HIV care (Koole et al., 2014; Dovel et al., 2015, 2016), 
and viral suppression. 

For these reasons, ABYM have been described as the "forgotten fifty per 
cent" (Varga, 2001). Funding support for HIV prevention for ABYM has 
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been limited compared to that for AGYW, resulting in insufficient data on 
the intersecting multi-level factors that contribute to HIV risk among them, 
and to the dearth of risk-reduction programmes. Despite this, we are una- 
ware of any synthesis of HIV prevention research regarding ABYM in SSA. 
In response to this gap, we conducted a focused review in ESA countries to 
identify the HIV prevention research findings among ABYM aged 10-24 
and to address three issues: 


1 What factors create contexts of risk for HIV acquisition and promote or 
limit adoption of HIV prevention behaviours among ABYM in ESA? 

2 What types of evidence-based HIV prevention interventions have been 
conducted with ABYM in ESA and what are their results? 

3 What are key gaps in research on HIV prevention among ABYM in 
ESA? 


We used a social-ecological framework (Bronfenbrenner and Ceci, 1994) to 
map and synthesize the multi-level factors that drive risk of HIV acquisition 
and to describe types of interventions for ABYM. Five researchers conducted 
a focused literature search to identify relevant studies, including studies on 
sexual risk behaviours and substance use as well as interventions — struc- 
tural (e.g. cash transfers), biomedical (e.g. HIV testing and counselling, 
voluntary medical male circumcision [VMMC] and pre-exposure prophy- 
laxis [PrEP]) and behavioural (e.g. condom promotion, school-based risk- 
reduction and interpersonal violence). Searches were limited to English 
articles and to the 24 countries in eastern (Burundi, Comoros, Djibouti, Eri- 
trea, Ethiopia, Kenya, Mauritius, Rwanda, Seychelles, Somalia, South Sudan, 
Tanzania and Uganda) and southern Africa (Angola, Botswana, Eswatini 
[Swaziland], Lesotho, Madagascar, Malawi, Mozambique, Namibia, South 
Africa, Zambia and Zimbabwe) between 2005 and March 2018 (to capture 
data after ART roll-out). Quantitative and qualitative studies that included 
data on ABYM aged 10-24 were included. We excluded studies that did not 
have male-specific data within our specified age range as well as studies on 
preventing onward HIV transmission among people living with HIV. 


Factors associated with HIV acquisition among ABYM 


Transitioning from adolescence to young adulthood is a period of key bio- 
logical and developmental life-course changes including completion of 
school, marriage, and childbearing, all of which may influence the risk of 
HIV acquisition (Lloyd, 2005). These life transitions differ for men and 
women and are largely shaped by culturally based social norms, especially 
those related to gender. In the context of this developmental period, young 
men's risk of HIV acquisition is driven by a constellation of intersecting 
social-structural, interpersonal and individual-level risk factors, as described 
in the following. 
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Social-structural risk factors. Education, marital status, employment and 
income have been studied as potential risk factors for HIV acquisition 
among adolescents in SSA. For example, whether higher educational attain- 
ment has any relationship to the risk of HIV in ESA has been investigated 
since early in the epidemic. A systematic review conducted in 2002 (Har- 
greaves and Glynn, 2002) concluded that higher educational attainment 
was more often associated with greater risk of HIV than was lower educa- 
tional attainment. Two subsequent systematic reviews — one of studies pub- 
lished between 2001 and 2006 (not restricted to youth) (Hargreaves et al., 
2008) and the other of studies published between 2007 and 2017 (restricted 
to youth) (Pace, 2018) — indicated that the pattern of association appears 
to be changing over time, despite considerable heterogeneity (Hargreaves 
et al., 2015). Higher educational attainment was protective against HIV 
infection more often in studies conducted after 1996 (Hargreaves et al., 
2008). This trend continued in studies included in the 2007-2017 review 
(Pace, 2018); more studies showed a protective effect of education, with 
higher educational attainment associated with decreased HIV risk. 

Evidence is limited concerning whether educational attainment has a dif- 
ferential impact on boys than girls. In the most recent review, covering 17 
studies conducted in ESA, only two reported differences by gender (Pace, 
2018). One study of HIV incidence in rural South Africa reported a statisti- 
cally significant protective association between secondary education and HIV 
infection for women but not for men (Hargreaves et al., 2008). In a study of 
HIV incidence in Uganda, being enrolled in school was protective for both 
women and men but completing secondary school (relative to completing 
only primary school) was protective only for men (Santelli et al., 2013). 

Marriage has been associated with protection against HIV acquisition in 
some studies and systematic reviews, and divorce or separation has been 
associated with increased risk. For example, data from 6741 sexually expe- 
rienced youth aged 15-24 in the Ugandan Rakai Community Cohort Study 
between 1999 and 2008 found that formerly married ABYM and AGYW had 
higher risk of new HIV infections than married and never married youth 
(Santelli et al., 2013), perhaps because formerly married youth had more 
sexual partnerships than the other groups. 

The search for work is one of the main drivers of youth mobility across 
ESA (Boerma et al., 2002; Camlin et al., 2014; Schuyler et al., 2017; Olawore 
et al., 2018), and people involved in certain occupations appear to be at 
higher risk for HIV infection (Serwadda et al., 1992; Kagaayi et al., 2014). 
Occupations such as motorcycle taxi drivers, truck drivers, traders, police 
and security officers and those in hospitality service industries (bar, restau- 
rant and hotel workers) place people at greater risk for HIV infection. In 
contrast, low-risk occupations include jobs in engineering and mechanics, 
subsistence farming and government (such as health workers or educators). 
For youth, these high-risk occupations are frequently the only wage-earning 
jobs available, and these structural forces place youth at increased risk 
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for HIV infection (Kreniske et al., 2019). There are a number of reasons 
why mobility is associated with higher risk of HIV among migrants and the 
partners they leave behind, including demographic factors, separation 
from partners, family and friends, multiple concurrent sexual partners, 
frequent partner change and disparities in access to prevention services 
(Weine and Kashuba, 2012; Magadi, 2013; Olawore et al., 2018). Addition- 
ally, structural factors may place migrants in situations where uneven power 
dynamics force them to make decisions that increase risk for HIV infection 
(Kreniske et al., 2019). There are significant gender disparities in HIV risk 
among 15—24-year-old migrants in SSA. AGYW are 2.5 times more likely to 
be HIV-positive than ABYM, even when demographic and sexual behaviour 
factors are taken into account (Magadi, 2013). 

Peer and family norms. During early adolescence, young people become 
cognizant of peer norms. A wealth of research has focused on how social 
constructions of gender that privilege men and dominant ideas about 
masculinity are detrimental to AGYW by condoning male control over 
sex and condom use, and violence against women (Barker and Ricardo, 
2005). However, social constructions of manhood also increase men’s risk 
for HIV by valorising multiple sexual partnerships, transactional sex and 
condomless sex. These norms also constrain ABYM usage of health services 
and adoption of HIV prevention behaviours such as HIV testing, safer sex 
communications with partners, and avoidance of alcohol and drug use 
(UNAIDS, 2017a). 

The importance of these norms was demonstrated in a study of 14-1 7-year- 
old youth in South Africa. Boys’ perceptions of whether their male and 
female peers were sexually active, a stronger belief that it is “ok for a girl to 
propose love to a boy" and stronger support for the idea that itis *ok fora 
girl to refuse sex when her boyfriend refuses to use a condom" were statisti- 
cally significant predictors of ever having had sexual intercourse (Harrison 
et al., 2012). Older boys, boys who strongly endorsed the idea that *using 
condoms is a way to show love and respect for your partner," and boys who 
perceived that male peers were using condoms had significantly higher 
odds of condom use at last sex. These findings indicate that peer norms 
can have a positive impact on adolescent boys' use of condoms, and they 
point to a strategy of targeting peer norms in risk-reduction interventions 
for adolescent boys. 

A study in South Africa's Eastern Cape also showed a relationship between 
holding more gender-equitable norms and condom use among ABYM aged 
15-26 (Shai et al., 2012). Consistent condom users held less conservative 
gender attitudes, were less violent, and engaged in less risky sexual behav- 
iour than inconsistent condom users, highlighting the need for focusing on 
healthy masculinities in HIV prevention interventions. 

A recent systematic review also pointed to the salient role of family in 
influencing young adolescents’ construction of gender norms (Kagesten 
et al., 2016). For example, adolescent boys in Botswana recruited from 
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secondary schools and afterschool and sports programmes were more 
likely than adolescent girls to report positive relationships with parents. 
Additionally, boys perceived greater community normative beliefs that con- 
doned sexual risk behaviour. However, both boys and girls reported low 
levels of parental monitoring, parental reinforcement, and parental com- 
munication and comfort in addressing questions about sexuality and sexual 
development (Sun et al., 2018). 

Health services. Access to sexual and reproductive health services has 
often been challenging to adolescents because services are not attuned to 
the developmental needs of youth. These challenges include inconvenient 
clinic hours for in-school youth, limited transportation to clinics (Wood 
and Jewkes, 2006; Lightfoot et al., 2017), pervasive stigma around sexual 
and reproductive health reflected in verbal harassment, name-calling, 
social isolation and punishment by providers, peers, family and community 
members, and in some cases, need for parental consent (Nyblade et al., 
2017). This issue is intensified for ABYM because public-sector health facili- 
ties in many ESA countries are not typically oriented to male needs. Due 
to limited research, we know little about the experience of ABYM seeking 
healthcare services (Fortenberry, 2017). Some studies suggest that youth- 
friendly services that do not interfere with school attendance or work can 
increase access to HIV testing for both adolescent boys and girls (Francis, 
2010). For sexual and gender minority youth, barriers to accessing sexual 
and reproductive health services may be even more acute than for hetero- 
sexual and cisgender youth due to social stigma, assumptions of heterosex- 
uality, healthcare providers' moral values and criminalisation of consensual 
sexual activities with same-sex partners (Müller et al., 2018). 


Interpersonal-level/social risk factors 


Partnership and sexual networks 


Characteristics of partnerships and social networks may contribute to the 
risk of HIV acquisition, but studies of age-disparate partnerships and HIV 
risk have been examined among young women and have produced mixed 
findings (Harling et al., 2014; Schaefer et al., 2017). Less is known about 
the sexual partnerships of ABYM, although we know that concurrent sexual 
partnerships are common. Multiple sexual partnerships were more com- 
mon among 15-19-year-old ABYM in SSA than their female counterparts 
based on 2000-2010 DHS and AIDS Indicator Survey data (Doyle et al., 
2012). Data also indicate that some ABYM have sex with older women 
(“sugar mommies”) for economic gain (Onoya et al., 2015). Little is known 
about which of these behaviours and in what contexts are most risky. How- 
ever, one study from Uganda found that the number of sexual partners in 
the last 12 months was not associated with incident HIV infection in young 
men, although it was among young women (Santelli et al., 2013). 
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Communication with sexual partners 


There is a dearth of studies on communication between ABYM and their 
sexual partners in ESA. However, one cross-sectional survey of potential 
HIV risk factors in 983 boys and girls aged 14-17 in rural South Africa found 
that discussion of condom use with a partner was the strongest predictor of 
condom use at last sex, with a sevenfold increase for boys compared to a 
fivefold increase for girls (Harrison et al., 2012). 


Parental influence on ABYM prevention practices 


Parents/guardians can be an influence in shaping cultural and gender 
norms in adolescents, and this may in turn affect their risk of HIV. How- 
ever, parents may play a limited role in supporting their sons to adopt HIV 
preventive behaviours. This conclusion emerged from a study of paren- 
tal role in supporting voluntary medical male circumcision (VMMC). In 
interviews in 2015-2016 with 1293 ABYM aged 10-19 who intended to or 
who were recently circumcised and focus groups with 192 of their parents/ 
guardians in South Africa, Tanzania and Zimbabwe, parents/guardians 
noted challenges in talking to their sons about VMMC, especially if they 
did not accompany their sons to the clinic (Dam et al., 2018). Parents in 
all countries reported they had discussed the benefits and risks of VMMC 
with their sons prior to the procedure, and that their son's age influenced 
the level of information they shared. Most parents/guardians believed that 
the decision to undergo VMMC was their son's or a joint parent-son deci- 
sion. Parents/guardians of youth aged 10-14 were more likely than those 
of 15-19-year-olds to accompany their son to pre-VMMC procedure coun- 
selling (56.596 vs 12.596; p « .001), and older adolescents were more resist- 
ant to a parent being present during the procedure and post-procedure 
wound care. 

Parents reported that they rarely talked about sex, HIV, and condoms 
with older ABYM and not at all with those aged 10-12, and that they did 
not want HIV risk and sexual health information to be discussed in their 
son's VMMC counselling sessions. Although this study demonstrates the 
important role that parents/guardians can play in supporting uptake of 
HIV prevention strategies such as VMMC by younger ABYM, it also reveals 
the discomfort that parents/guardians have about candid sexual discus- 
sions with their children. 


Intimate partner violence 


The epidemics of intimate partner violence (IPV) and HIV overlap in ESA. 
Nearly 4096 of women in eastern Africa and 3096 in southern Africa have 
experienced IPV (Devries et al., 2013; UNAIDS, 2016b), and there isa large 
body of research linking women's IPV victimization with increased risk of 
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HIV infection (Maman et al., 2002; Fonck et al., 2005; Dude, 2011; Kayi 
banda et al., 2012; Kouyoumdjian et al., 2013). Some studies have shown 
that young men who perpetrate IPV are more likely to engage in HIV risk 
behaviours (Dunkle et al., 2006; Jewkes et al., 2011; Mullinax et al., 2017) 
including abusing alcohol, having multiple sexual partners, and engaging 
in condomless sex (Dunkle and Decker, 2013). These risk behaviours have 
been linked to commonly accepted ideas about masculinity, as discussed 
above, and they are reinforced by social-structural inequalities (Jewkes 
et al., 2011). For example, focus group and in-depth interview data from 
the Stepping Stones and Creating Futures Interventions in South Africa 
found that young men in two urban informal settlements manifested their 
masculinity through IPV, control of female sexual partners, and having 
multiple sexual partners in response to their high levels of unemployment 
and poverty and their concomitant inability to achieve economic security 
(Gibbs et al., 2014). 

Despite strong evidence associating men’s IPV perpetration and their 
engagement in HIV risk behaviours, only one study to our knowledge has 
shown a significant relationship between IPV perpetration and HIV prev- 
alence in young men (Jewkes et al., 2011). In that study, 18-24-year-old 
ABYM who stated they were physically violent towards an intimate partner 
were more likely to be HIV-positive than those who did not report such vio- 
lence, but no association was found between reporting rape perpetration 
and HIV prevalence. 

Few studies in ESA have examined IPV perpetration against men, that 
is, whether men report being a victim of IPV and/or women report they 
perpetrated violence against male partners. A review of IPV research in 
high-income countries found that men and women were equally likely to 
perpetrate IPV (Capaldi et al., 2012), and two ESA studies that examined 
this question found similar proportions of women and men reported hav- 
ing perpetuated IPV and having been victimized (Gass et al., 2011; Mulawa 
et al., 2018). Both experiences (IPV victimization and perpetration) could 
contribute to the increased risk of acquiring HIV among ABYM. 


Individual-level risk factors 


Substance use 


Alcohol and drug use may affect risk of HIV acquisition due to the disin- 
hibitory effects of these substances on decision-making about sexual behav- 
jours such as condom use (Kalichman et al., 2007). A number of studies in 
ESA have shown greater alcohol use among school-age males than females. 
A review of national prevalence and sentinel surveillance studies in South 
Africa found significant gender differences in alcohol use, with adolescent 
males more likely to have ever consumed alcohol, engaged in binge drink- 
ing, and driven or walked under the influence of alcohol than their female 
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counterparts (Ramsoomar and Morojele, 2012). For example, in one such 
study, the percentage of adolescent boys aged 14-17 who reported alcohol 
use more than once a month was twice as high as it was among their female 
counterparts (30.3% vs 14.2%; p « 0.01) (Miller et al., 2017). Another study, 
in peri-urban areas of South Africa, found that adolescent males aged 16-18 
who had been exposed to violence and those who were sexually active were 
four times as likely to have used alcohol in the past six months than those 
not having these experiences. In comparison, adolescent females who had 
been exposed to violence and who were sexually active each were 2.5 times 
more likely to have used alcohol in this period. Regarding drug use, being 
older (17 or 18 vs 16 years) and sexually active were associated with drug 
use among male adolescents (Magidson et al., 2017), whereas depressive 
symptomatology was a correlate of drug use among female adolescents. 
These findings suggest that targeted interventions to reduce alcohol and 
drug use may be important for reducing HIV risk among ABYM. One such 
intervention showing promise for reducing drug and alcohol use was con- 
ducted among unemployed men aged 18-25 in two Cape Town neighbour 
hoods that were randomized to an immediate intervention condition with 
access to a soccer program, random rapid diagnostic tests for alcohol and 
drug use, and an opportunity to enter a vocational training program, or a 
delayed control condition. Between the pre and post assessments, the fre- 
quency of substance use decreased, and employment and income increased 
in the immediate condition compared to the delayed condition (Rotheram- 
Borus et al., 2016). 


Mental health 


Few studies have examined associations between mental health and sexual 
risk behaviour among HIV-negative youth in ESA, but several have shown 
that mental health status is associated with sexual risk behaviour among 
ABYM, and that indicators of social, political and economic marginalisation 
of young people may be a contributory factor to their depressive sympto- 
mology (Gibbs et al., 2016). For example, in Tanzania, among 1113 sexu- 
ally active young men, 43.4% of whom were aged 15-24, higher anxiety 
and depression scores were significantly associated with both decreased 
condom use and increased partnership concurrency (Hill et al., 2017). 
Additionally, baseline data from a cluster randomized controlled trial of 
the Stepping Stones HIV prevention intervention in South Africa with 
1002 female and 976 male volunteers aged 15 to 26 found that ABYM with 
depressive symptoms were significantly more likely to report ever having 
had transactional sex and ever having perpetrated IPV and rape, and were 
less likely to report correct condom use at last sex; at 12 months follow-up, 
baseline depressive symptomology was significantly associated with failure 
to use a condom at last sex among ABYM. A cross-sectional survey among 
1495 Zimbabwean youth aged 15-23 from 12 rural communities found that 
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being at risk for affective disorders was associated with having multiple sex- 
ual partners, younger age of sexual debut, and alcohol and drug use among 
both ABYM and AGYW (Langhaug et al., 2010). 


Key social-cognitive factors 


Accurate knowledge of HIV prevention among young people aged 15-24 
was similar between ABYM and AGYW, based on household survey data 
from 23 priority focus countries (the majority in SSA) between 2011 and 
2016 (UNAIDS, 2017b). A recent review of 63 HIV prevention studies 
that addressed the effects of sexual self-efficacy (one's perceived control 
of or confidence in the ability to perform a given sexual behaviour) on 
condom use and sexual refusal among male and female adolescents aged 
10-25 in SSA indicated that ABYM generally had higher condom use self- 
efficacy than AGYW, and promotion of condom self-efficacy was reported to 
increase condom use among ABYM only (Closson et al., 2018). 

Risk perception is an important cognition, as individuals who perceive 
themselves to be at risk may engage in avoidant behaviours to reduce 
acquisition of HIV (Brewer et al., 2004). Most studies have focused on 
individual-level factors that influence young people's perceived risk of HIV, 
but school/community-level factors can also be determinants of risk per- 
ception (Anderson et al., 2007; Maticka-Tyndale and Tenkorang, 2010). 
A cross-sectional study of sexually experienced primary school youth in 
Kenya included measures at the individual and community levels; it found 
that among adolescent boys, individual-level correlates of higher risk per- 
ception included higher knowledge about HIV/AIDS, rejection of myths 
surrounding HIV transmission and higher condom self-efficacy (Tenkorang 
and Maticka-Tyndale, 2014a). At the community level, boys living in com- 
munities with higher AIDS-related mortality had higher risk perceptions, 
indicating that community-level factors are also important. 


Sexual practices 


Sexual debut. Delaying sexual debut is a key prevention strategy among 
youth. Early sexual debut, often defined having had first sexual intercourse 
at age 14 or younger (Doyle et al., 2012; Richter et al., 2015; Durowade 
et al., 2017) (though there are variations by country and researcher), is 
more prevalent in girls than boys in many SSA countries (Idele et al., 2014) 
and has been associated with increased risk of HIV/STI acquisition (Singh 
et al., 2000). For example, a cross-sectional household survey in rural South 
Africa found that among ABYM aged 15-24 who reported sexual debut 
before age 15 (13.1%), 19% did not use condoms compared to 9% among 
those initiating sex after age 15, and in multivariable analysis, early sexual 
debut was a strong and statistically significant predictor of having three or 
more partners in the past three years (Harrison et al., 2010). 
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A study in Kenya among students aged 11-17 found that a greater pro- 
portion of boys reported having engaged in sex by age 12 (36%) compared 
to girls (16%) (Tenkorang and Maticka-Tyndale, 2014b). In multivariable 
analysis, after controlling for individual and school/community-level fac- 
tors, perceiving a small or moderate risk of HIV, experiencing high levels 
of sexual pressure, knowing someone who died of AIDS, or endorsing a 
greater number of myths about HIV transmission were associated with early 
sexual debut among both male and female youth. Among males, sexual 
debut was delayed in communities where abstinence was the predominant 
message communicated to youth but sexual debut was positively associated 
with the number of male relatives talked to about AIDS. In terms of school- 
and community-level factors, for both male and female youth, living in com- 
munities where AIDS deaths were publicly acknowledged and attendance 
at schools where a Primary School Action for Better Health Programme 
had been present were associated with delayed sexual debut. Among males, 
living in communities in which promotion of abstinence was the predomi- 
nant HIV prevention message communicated to youth was associated with 
delayed sexual debut, whereas living in communities where festivals incor 
porated HIV programming was associated with earlier sexual debut relative 
to youth in other communities. 

Anal sex. Anal intercourse is often underreported or not acknowledged 
as a risk factor for HIV among young people in ESA. A growing body of 
research (Kalichman et al., 2009, 2011; Ybarra et al., 2018), including a 
systematic review (Baggaley et al., 2010; Owen et al., 2017), indicates that 
this practice is prevalent among adolescents and young people (Kalichman 
et al., 2009, 2011; Maswanya et al., 2012; Ybarra et al., 2018). Youth may 
engage in anal intercourse as a form of birth control (Roye et al., 2013; 
Duby and Colvin, 2014), as a means to preserve virginity and to provide 
male pleasure, and as an HIV risk-reduction strategy (on the basis of belief 
that there is a lower risk of HIV infection from anal than vaginal inter 
course) (Harrison et al., 2006). A representative campus-wide survey in a 
South African tertiary institution found that 10.7% of young men and 3.4% 
of young women reported ever having engaged in anal sex (Hoffman et al., 
2017). In a 2012 cross-sectional survey of 937 secondary school students 
aged 16-24 in South Africa, nearly three times the number of ABYM than 
AGYW reported ever having had anal sex (31% vs 11%), with only 5 of 349 
ABYM reporting anal sex exclusively (Ybarra et al., 2018). The percentage 
of males who reported ever having anal sex increased with age: 55% among 
those aged 20-24 compared with 16% of those aged 16-17. The proportion 
of females who reported anal sex also increased with age, but to a lesser 
extent (10% among those aged 16-17 and 16% among those aged 20-24). 
This study did not distinguish between opposite-sex and same-sex partners, 
nor whether (for men) the anal sex was insertive or receptive. A population- 
based South African youth survey reported that young, presumably hetero- 
sexual men aged 15-24 who engaged in anal intercourse were twice as likely 
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to be infected compared to those reporting vaginal intercourse only (Lane 
et al., 2006), with those aged 15-19 being about four times as likely to be 
infected if they engaged in anal intercourse, even accounting for associated 
risk behaviours. Of the studies of men who have sex with men, few include 
adolescent boys. Those that do are primarily bio-behavioural surveys to esti- 
mate HIV prevalence, viral load and HIV-related risk behaviours, and these 
studies generally do not provide age-disaggregated data on correlates of 
HIV infection (Hladik et al., 2017). 

Transactional sex. Transactional sex — non-marital, non-commercial sex in 
exchange for material goods including money, gifts, as well as favours, in non- 
commercial relationships (Choudhry et al., 2015; Stoebenau et al., 2016) — 
has been associated with HIV risk. Some studies have shown high rates of 
transactional sex among AGYW, whereas others have shown transactional sex 
to be more common among ABYM. A recent review reported that several 
studies found a positive association between transactional sex and HIV infec- 
tion among men, whereas other studies have found a weak and statistically 
non-significant inverse association (Wamoyi et al., 2016). Childhood expo- 
sure to abuse has been found to be a predictor of transactional sex among 
young rural men aged 15-26 in South Africa (Dunkle et al., 2007). In a com- 
munity-based study of 15-24-year-old AIDS-orphaned and AIDS-affected ado- 
lescents and young adults in South Africa, living in an AIDS-affected family, 
being abused, and experiencing food insecurity were associated with height- 
ened risk of transactional sex among both ABYM and AGYW. 

Analysis of sexually active young people (1516 ABYM and 2824 AGYW) 
aged 15-24 from a nationally representative population-based survey in 
Uganda found that transactional sex increased the risk of HIV infection 
(Choudhry et al., 2015). Among ABYM, 5.2% reported paying for sex, and 
their HIV prevalence was eight times higher than that of ABYM who did 
not report paying for sex, even after adjusting for socio-demographic char- 
acteristics and other risky sexual behaviours. Lower educational level, ever 
having been forced to have sex against their will, and having multiple con- 
current sexual relationships were significantly associated with having paid 
for sex in the 12 months prior to the survey; paying for sex was also associ- 
ated with increased odds of testing HIV-positive, even after adjusting for 
socio-demographics and other risky sexual behaviours. Similarly, another 
study in Uganda found that providing or seeking gifts, money, or compen- 
sation in exchange for sex was common among both male and female uni- 
versity students (23% of males; 38% of females) (Choudhry et al., 2014). 
Survey data from a 2012 nationally representative sample of 1574 adoles- 
cents aged 10-19 in Nigeria reported that significantly fewer male (11.6%) 
than female (29.1%) adolescents had engaged in transactional sex (p < 
0.001) and had sex with partners who were ten or more years older (4.6% 
of males; 18.2% of females among those who knew age of their sexual part- 
ners) (p <0.001) (Folayan et al., 2014). 
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Group sex. Group sex and partner swapping associated with experimenta- 
tion and pleasing partners and peers have been reported as an emerging 
sexual risk behaviour, increasing the likelihood of condomless sex, by both 
adolescent boys and girls in South Africa (Dietrich et al., 2011). The preva- 
lence of this practice is unknown in ESA. 


HIV testing 


HIV testing is an important component of various prevention strategies and 
a key component of the WHO 90-90-90 targets, with the first goal being 
that 90% of those infected with HIV know that they are infected by 2020. 

Prevalence of undiagnosed HIV is higher among adolescents than adults 
(UNAIDS, 2017; WHO et al., 2013). Between 2005 and 2010, fewer than 1 
in 5 women and men aged 15-24 were estimated to be aware of their HIV 
status. Additionally, between 2005 and 2012, AIDS-related deaths among 
adolescents increased by about 50% (from 71,000 in 2005 to 110,000 in 
2012) compared to a 32% decrease in all other age groups during the same 
period. One study has suggested that this high mortality rate may be due to 
the low HIV testing rates, which contribute to late initiation of care (Idele 
et al., 2014). 

In ESA, there have been long-standing concerns about the low HIV 
testing rates among adult men compared to women (WHO et al., 2013). 
Adolescents have less access to HIV testing and counselling services than 
adults, but many studies have documented similar gender patterns in test- 
ing (Pettifor et al., 2005; MacPhail et al., 2009; Ramirez-Avila et al., 2012; 
Peltzer and Matseke, 2013; Idele et al., 2014). Based on data from 2006 to 
2012, HIV testing rates among boys aged 15-19 in ESA were estimated at 
20% compared to 29% among girls of the same age (Idele et al., 2014). In 
SSA between 2005 and 2009, only about 4% of boys and 6% of girls aged 
15-19 (ratio of 1:1.5) tested for HIV and received the test results in the 
prior 12 months, and while the proportion tested increased in both age 
groups between 2010 and 2015, the gender disparities also increased (9% 
of boys and 14% of girls; ratio of 1:1.6) (UNICEF, 2016b). A similar trend 
of increasing testing rates among adolescents coupled with increasing gen- 
der disparities was seen in South Africa’s national surveys, with 17.7% of 
male and 32.7% of female sexually experienced youth aged 15-24 ever hav- 
ing been tested for HIV in 2003 (ratio of 1:1.9) compared with 36.3% and 
75.5% in 2008, respectively (ratio of 1:2.1) (Peltzer and Matseke, 2013). 
The lower testing rates among ABYM is an important gap to address, given 
that HIV testing is the gateway to treatment access. The gap may be due to 
several factors, including masculine norms which dissuade men from using 
health services (Skovdal et al., 2011; Wyrod, 2011), women's greater use 
of health services because of pregnancy, and insufficiently targeted male 
prevention programmes. 
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As with adults, gender differences in HIV testing among adolescents may 
be related to early pregnancy, as pregnant women of all ages are tested 
as part of antenatal care (Idele et al., 2014). An analysis from South Afri- 
ca’s 2003 national survey data of predictors of ever having tested for HIV 
among sexually active 15—24-year-olds found that ever having talked to a 
parent about HIV/AIDS, having participated in loveLife (an HIV educa- 
tion and prevention program), and higher frequency of health clinic visits 
were significantly associated with having been tested among both ABYM 
and AGYW. Ever having been pregnant, urban residence, and ever having 
initiated a conversation about HIV/AIDS were predictors of having been 
tested among AGYW only. Knowing someone who died of AIDS, older age, 
and having completed high school were predictors of having been tested 
for ABYM only (MacPhail et al., 2009; Peltzer and Matseke, 2013). In a 
2006-2007 household serosurvey in Tanzania in which voluntary testing 
and counselling was offered, 15-24-year-old ABYM were significantly less 
likely to accept testing than men aged 25-34, but this was not the case for 
AGYW in relation to older women. An intervention in Zambia that offered 
door-to-door HIV testing to 15-19-year-old adolescents found that the most 
common reason for refusing among younger adolescents was that they did 
not feel they were at risk for HIV (37% of males and 32% of females age 15), 
and among 19-year-old adolescents, the most common reason for refusing 
was having tested recently (35% males and 44% females) (Shanaube et al., 
2017). A study in Mozambique among 16-20-year-old adolescents recruited 
from two schools found that boys were less likely to have ever been tested 
(19.1% vs 46.7% of girls), although they were more likely to perceive them- 
selves as being at risk for HIV infection (46% vs 28.6% of girls) (Hector 
et al., 2018). 

Restrictions related to the age of consent for testing can hinder access to 
HIV testing and other health services for both ABYM and AGYW (Fox et al., 
2013; WHO etal., 2013). Depending on the ESA country, the age of consent 
for HIV testing ranges from 12 to 18, with three countries having no law or 
policy and two countries not defining an age of consent (Armstrong et al., 
2018). However, a number of countries include conditions under which 
minors can provide consent despite not being of legal age. Pregnancy is 
one such exception in a number of countries (Fox et al., 2013). In a quali- 
tative study among 13-18-year-olds and their caregivers who were recruited 
from healthcare clinics in Kenya, both boys and girls wanted the power 
to consent to HIV testing without needing a guardian's permission. How- 
ever, their caregivers felt that they should be notified of the HIV test results 
even if the adolescent under their care did not want to share them (Wilson 
et al., 2017). Other studies in Kenya among healthcare providers found that 
many were uncomfortable providing HIV testing and counselling services 
to adolescents. Their concerns included doubts about younger adolescents' 
autonomy to consent and fear they would inappropriately disclose their 
HIV-positive test results and be stigmatized, uncertainty that adolescents 
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would adhere to providers’ advice given during counselling and testing, 
and the providers’ own lack of confidence in counselling and communica- 
tion with adolescents in general (Godia et al., 2013; Wagner et al., 2018). 


The intervention landscape 
Biomedical prevention strategies 


Pre-exposure prophylaxis (PrEP) 


In 2018 the US Food and Drug Administration (FDA) and World Health 
Organization (WHO) expanded approval of Truvada (emtricitabine/ 
tenofovir disoproxil fumarate) as pre-exposure prophylaxis (PrEP) 
against HIV to include its use by adolescents at risk (Gilead Sciences, 
2018). Nevertheless, PrEP data relevant to adolescents are lacking (World 
Health Organization, 2016), including guidelines around episodic 
use (Elsesser et al., 2016) and key information about how to promote 
PrEP uptake and adherence. One US study found that PrEP adherence 
decreased among adolescent men who have sex with men (MSM) as the 
frequency of follow-up visits decreased (Hosek et al., 2017). A study in 
South Africa also found decreased adherence over time (Gill et al., 2017) 
and no evidence of increased risky sexual behaviour (which was a possi- 
bility if individuals felt PrEP completely prevented HIV infection) over a 
three-month period on PrEP among male and female adolescents (Mal- 
jaars et al., 2017). 

There are multiple barriers to PrEP uptake for adolescents (Koechlin 
et al., 2017). On the one hand, service providers have difficulties in iden- 
tifying PrEP-eligible adolescents and can be reluctant to prescribe without 
parental consent. On the other hand, adolescents’ own discomfort and lack 
of confidence can constrain them from seeking use of PrEP. Long-term 
adherence may be a major challenge because of developmental issues, but 
this is not yet known. 


Voluntary medical male circumcision (VMMC) 


VMMC was associated with an approximate 60% reduction in HIV 
acquisition in RCTs in SSA (Auvert et al., 2005; Bailey et al., 2007; Gray 
et al., 2007). Expansion of VMMC is an essential component of the joint 
UNAIDS strategy for ending AIDS by 2030 (UNAIDS, 2014; Hines et al., 
2017; UNAIDS and WHO, 2018). Nearly 15 million VMMCs in 14 ESA 
countries were performed between 2007 and 2017 and are expected to 
avert over 500,000 new infections by 2030. 

Overall, younger men seem to have more favourable attitudes towards 
VMMC. This has been evident in the numbers of younger men undergo- 
ing circumcision in Tanzania, Eswatini, Kenya and Uganda (Westercamp 
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et al., 2012; Ashengo et al., 2014; Hines et al., 2017). Studies have shown 
that acceptability among young people is highest when the targeted age 
groups conform to those ages among whom traditional circumcision is 
usually performed (Ngalande et al., 2006). Following evidence that uptake 
was considerably higher in 10-14-year-old boys than in older males, in 2016 
the WHO and UNAIDS developed a new strategy that incorporates VMMC 
as an integral component of public health services for young men. Similar 
to HIV testing and accessing PrEP, this shift in prioritization of age groups 
has required changes to consent laws in some ESA countries, reducing the 
requirements for parental permission (Herman-Roloff et al., 2011). For 
some ABYM, VMMC is an entry point for accessing other health services. 

Peers and trusted adults may be able to encourage ABYM to take up 
VMMC by emphasizing the ancillary benefits that some endorse, most com- 
monly penile hygiene (Weiss et al., 2008; Mbonye et al., 2016) and sexual 
potency (Peltzer and Kanta, 2009). These benefits are often part of promo- 
tional campaigns, such as the Make-the-Cut-Plus trial in Zimbabwe, a sports 
campaign designed to increase VMMC uptake among secondary school 
boys aged 14-20 (DeCelles et al., 2016). Both this study and a Uganda study 
(Miiro et al., 2017) found that strong bonding between interested boys and 
a circumcised coach, who discussed circumcision and its health benefits, 
was important to the motivation of ABYM to undergo VMMC. In other stud- 
ies, the social network of the ABYM was demonstrated to be an influential 
source regarding the decision to undergo VMMG, particularly for adoles- 
cents, and peers have been shown to alleviate concerns about pain and to 
promote the benefits in terms of sexual pleasure (Montaño et al., 2014; 
Osaki et al., 2015; Lilleston et al., 2017). Some studies have shown that par- 
ents and other family members also wield influence on young ABYM deci- 
sions on VMMC (Mugwanya et al., 2011; Jayeoba et al., 2012). In Botswana, 
after an informational session, most parents encouraged VMMC for their 
sons (Jayeoba et al., 2012), although the majority felt that the son should 
be the principal decision-maker. Conversely, in other studies, parents found 
it challenging to support VMMC and were reluctant to counsel due in part 
to their discomfort in talking about sex with their sons as well as concern 
that their sons would be stigmatised if VMMC was conditional upon HIV 
testing (Dam et al., 2018). For example, in a study in Uganda, most parents 
preferred infant circumcision, with only 5% wanting 11-15-year-olds to be 
circumcised (Mugwanya et al., 2011). The contexts for parental influence 
remain unclear but deserve further evaluation. 

Barriers to accessing VMMC services can depend on age, as concerns 
about VMMC among older ABYM differ from those of younger ABYM, 
where the latter seem to worry primarily about pain (George et al., 2014), 
time away from school, and poor quality or unsafe services. Among older, 
married ABYM, wives are an important source of influence, and some of 
these men report that their wives may refuse to have sex with uncircum- 
cised partners (Price et al., 2014; Osaki et al., 2015; Lilleston et al., 2017). 
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Older ABYM also worried about costs and time not working (Evens et al., 
2014), as well as that the recovery time would give their spouses licence to 
engage in sexual activity outside the partnership. All ABYM indicated con- 
cern about long-term erectile problems (Jayeoba et al., 2012). Financial 
incentives have had some success in supporting older ABYM to miss work 
to undergo the procedure; it is unclear if these are as effective in younger 
males. Finally, some data suggest that beliefs about upholding traditional 
circumcision affect acceptability and uptake of VMMC; for example if 
VMMC is performed in a hospital, it is difficult to perform traditional cir 
cumcision rituals (Mshana et al., 2011). 

Despite concerns about sexual risk compensation (increase in risky 
behaviours after circumcision), evidence-based research in real-world set- 
tings does not appear to support this. For example, a study in KwaZulu- 
Natal found no evidence of increased sexual risk behaviours (number of 
sex partners, condom use, transactional sex) or decreased HIV risk percep- 
tion in a 12-month period following VMMC among secondary school male 
students (Govender et al., 2018). 


Interventions to increase testing rates among ABYM 


Anumber of studies have evaluated the impact of door-to-door, home-based 
HIV testing on HIV testing rates. Results show that making HIV testing 
available at home increases testing rates substantially among adolescents as 
well as adults and also seems to decrease gender disparities in testing. Stud- 
ies of door-to-door HIV testing campaigns with ABYM from South Africa, 
Malawi, Zambia and Uganda have shown high acceptance rates, ranging 
from 85.6% to 99% (Were et al., 2006; Angotti et al., 2009; Isingo et al., 
2012; Naik et al., 2012; Govindasamy et al., 2015; Shanaube et al., 2017). 

A study conducted among 15-24-year-old AGYW and ABYM in Tanzania 
showed significant differences in the effectiveness of two different methods 
of HIV testing but no substantive gender differences in testing uptake. The 
study offered HIV testing after conducting interviews with participants in 
a central location within the community, either using an opt-out approach 
that involved the interviewer offering HIV counselling and testing immedi- 
ately following the interview, which individuals could decline, or an opt-in 
approach, in which after completing the interview, participants were told that 
they could access HIV testing in a room down the hall. Among both ABYM 
and AGYW and across age bands, the opt-out approach was associated with 
much higher testing rates than the opt-in approach (Baisley et al., 2012). 

HIV self-testing (HIVST) may be an approach to increase testing cover- 
age among adolescents. A study that recruited adolescents from two schools 
in Mozambique and offered them directly assisted oral HIVST through 
two youth-friendly clinics found that although not statistically significant, 
females were more likely to test than males (OR = 1.30, 9596 CI = 0.79-2.13) 
(Hector et al., 2018). 
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Interventions to alter behaviours or exposures that increase risk 


Interventions to reduce IPV 


Although a number of systematic reviews of interventions to address IPV 
have been conducted, of the interventions included in these reviews, only 
the Stepping Stones intervention in South Africa reported data for young 
men (Jewkes et al., 2008). An evaluation of this program, which used par- 
ticipatory learning to improve HIV prevention practices and enhance rela- 
tionship skills, found that the intervention lowered the incidence of herpes 
infection (HSV-2) among men and women and decreased reported IPV 
perpetration, transactional sex, and problem drinking after a 12-month 
period among men but had no effect on lowering HIV incidence among 
men and women. An intervention that combined Stepping Stones with 
an economic empowerment component in Uganda (SHARE) and that 
included participants aged 15-49 showed a reduction in IPV and overall 
HIV incidence over a 16-month period (Wagman et al., 2015). Of the 4746 
male participants, approximately 27% (n = 1305) were aged 15-24. Even 
though SHARE did not stratify results by age, the large proportion of young 
men and the promising reductions in IPV and HIV incidence suggest that 
this intervention may be effective among ABYM. Interventions in Ethiopia 
and Kenya have reported changes in HIV risk behaviours for young men, 
for example, increased HIV knowledge, improved condom negotiations, 
reductions in partner violence, and endorsement of more equitable gender 
norms (Pulerwitz, Michaelis, Verma et al., 2010; Pulerwitz, Michaelis, Weiss 
et al., 2010). 


School-based interventions 


Sexuality education, either as part of the standard school curriculum or 
through focused HIV risk-reduction interventions in school settings, has 
long been viewed as an excellent approach for transmitüng the knowl- 
edge, attitudes and skills necessary to reduce HIV-related risk behaviours to 
adolescents in low- and middle-income countries (Kirby et al., 2006, 2007; 
Adelekan, 2017). School-based interventions have the potential to reach 
large numbers of young people, to influence social norms of an entire 
youth cohort, and to alter key determinants of risk before youth become 
sexually active. 

Systematic reviews of school-based interventions in SSA, both in earlier 
(Gallant and Maticka-Tyndale, 2004; Paul-Ebhohimhen et al., 2008; Harri- 
son et al., 2010; Michielsen et al., 2010; Napierala Mavedzenge et al., 2011) 
and more recent years (Sani et al., 2016), have concluded that school- 
based interventions can be effective at increasing knowledge, positive atti- 
tudes towards protective sexual behaviours and self-efficacy to enact these 
behaviours, and there is some evidence that they have a positive effect on 


Missing discourse and missed opportunities 205 


selfreported protective sexual behaviours (Sani et al., 2016). In a recent 
meta-analysis, effective school-based interventions were more often adapted 
from other programmes, were theory-based, included provision of health 
services and activities outside school, and were monitored to ensure they 
were implemented according to protocol (Sani et al., 2016). Despite the 
encouraging results of this meta-analysis, one-half of the school-based inter- 
ventions included in the review did not show statistically significant positive 
effects on protective sexual behaviours. Identified reasons for the limited 
effectiveness of programs included teacher resistance and/or poor skills 
to teach sexuality-focused curricula and limited ability of schools alone to 
alter deeply ingrained cultural norms and values around sexual behaviour 
(Maticka-Tyndale et al., 2007; Adelekan, 2017). 

Few school-based interventions have evaluated effects on STI or other 
biological outcomes. A recent Cochrane review and meta-analysis (not 
restricted to SSA) concluded that six studies with these outcomes (three 
of which were in SSA) provided no demonstrable evidence of an effect on 
prevalence of HIV or other STIs (Mason-Jones et al., 2016). 

Whether school-based interventions have differential effects for young 
men versus young women is unknown. Curricula for school-based interven- 
tions typically are the same for both girls and boys, and the intervention 
is delivered to girls and boys together, although results may be reported 
separately by gender. We reviewed 20 school-based interventions that were 
conducted in ESA in 2005 or later, which were identified from among 
those included in the two most recent systematic reviews of such interven- 
tions (Mason-Jones et al., 2016; Sani et al., 2016) and two identified else- 
where (Harrison et al., 2012; Maticka-Tyndale et al., 2014). Of these, nine 
reported results disaggregated by gender or tested if an intervention effect 
was present for both boys and girls. Even though an earlier review and meta- 
analysis reported that condom use at last sex only increased among males 
(Michielsen et al., 2010), we found no consistent pattern of differential 
intervention effects by gender. 


Cash transfers 


Interventions using cash transfers — either an unconditional benefit or a 
benefit conditional on achieving a specific behaviour or outcome — have 
often been adopted to mitigate the effects of poverty and gender inequali- 
ties on elevated risk for HIV infection among AGYW (United Nations Devel- 
opment Programme, 2014). Only a few studies have been conducted to 
assess the effects of these programs on boys. Considering unconditional 
cash transfers, three studies have evaluated whether state-sponsored social 
benefits programs, which provide cash to low-income households with eli- 
gible children, affect youth sexual risk behaviours. Two studies found sig- 
nificant effects among girls but not among boys. These included a study of 
Kenya’s cash transfer program for orphans and vulnerable children, which 
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observed that girls in cash-transfer households delayed sexual debut, and a 
South African study, which found lower prevalence and incidence of trans- 
actional and age-disparate sex among girls in households receiving cash 
transfers (Cluver et al., 2013). However, the third study found that whereas 
cash transfers along with provision of free school meals and/or food gar- 
dens reduced HIV risk behaviours among girls but not boys, an interven- 
tion that also included positive parenting and teacher support components 
led to substantial reductions in HIV risk behaviours among both girls and 
boys (Cluver et al., 2014). 

Considering conditional cash transfer (CCT) interventions, the Reward- 
ing Sexually Transmitted Infection Prevention and Control in Tanzania 
(RESPECT) project randomized 2399 rural Tanzanians aged 18-30 (and 
spouses aged 16 or over) to one of two conditions that provided cash incen- 
tives dependent on negative test results from periodic screenings for cur- 
able STIs (de Walque et al., 2014). The intervention demonstrated that 
compared with those in the control arm (no incentives), those in the arm 
that received a thrice-yearly $20 incentive for remaining STI-negative had 
lower incidence of STIs, but those that received a $10 incentive did not. 
There was no difference in effect between males and females, but signif- 
icantly, a follow-up survey one year after completion of the intervention 
showed sustained effectiveness among young men but not among young 
women (de Walque et al., 2014). In contrast, a study in Malawi that pro- 
vided cash on the condition that individuals stayed HIV-negative over the 
course of one year had no significant effect on remaining HIV-negative 
(Kohler and Thornton, 2012). However, the cash incentives in this study 
were smaller than those in RESPECT, which might account for the lack of 
effect. Yet shortly after the final payment, men who had received the incen- 
tive increased risky sex, whereas women decreased risky sexual behaviour. 
An RCT in Lesotho also produced mixed results. It involved 3426 young 
adults, men and women, who were randomly assigned to a control arm or 
to one of two intervention arms. Both intervention arms provided partici- 
pants with a lottery ticket every four months with a chance to win either $50 
(low-incentive arm) or $100 (high-incentive arm) conditional on testing 
negative for curable STIs (Björkman Nyqvist et al., 2015). An evaluation 
after two years of implementing the intervention revealed an overall 21.4% 
reduction in HIV incidence as well as reductions in curable STIs. However, 
there was no significant reduction in HIV incidence in men alone, although 
the study was not well-powered to detect differences by gender. 


Moving forward to address gaps 


Achieving an AIDS-free generation requires actively engaging ABYM in HIV 
prevention interventions that have optimal impact, documenting unmet 
prevention needs, and outlining an onward blueprint for research. Regret- 
tably, there are many research and programmatic gaps. 
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The following list highlights key gaps and suggests some strategies to 
address them. 


1 Analytic shortcomings contribute to lack of understanding of the deter- 
minants of risk behaviours among ABYM (Amoateng et al., 2013; Ten- 
korang and Maticka-Tyndale, 2014b). Few studies provide gender- and 
age-disaggregated data and other contextual factors, making it difficult 
to identify salient beliefs, attitudes, and behaviours to target among 
ABYM overall and among specific age groups, and to design gender-, 
age- and developmentally-appropriate HIV prevention strategies. Spe- 
cifically, analyses of disaggregated age data across five-year age bands 
(10-14, 15-19, and 20-24) and by gender are needed to allow for more 
nuanced understanding of risk and prevention practices of ABYM 
for the design of HIV programmes and tackling the adolescent AIDS 
epidemic — a need underscored by UNICEF and UNAIDS (UNAIDS, 
2016a; UNICEF, 2016c). 

2 There is a dearth of studies of sub-populations of ABYM, especially 
adolescents 10-14 years of age. Young adolescents may be neglected 
because of age of consent requirements for research participation with- 
out parental permission (often 18 years and older), making it more 
cumbersome for researchers to obtain ethics approval, and by ado- 
lescents’ unwillingness to participate due to confidentiality concerns. 
Additionally, studies are few among sexual minority adolescents, espe- 
cially among young men who have sex with men, which is perhaps not 
surprising given the stigmatisation of homosexuality in most ESA coun- 
tries (Carroll and Mendos, 2017). 

3 Across SSA, adolescents have less access to HIV testing and counsel- 
ling than adults because the legal age of consent for HIV testing is a 
barrier (Fox et al., 2013; WHO et al., 2013). However, ABYM are even 
less likely to access HIV testing compared to their female counterparts 
(UNICEF, 2013; Idele et al., 2014; UNICEF, 2016a). Pregnancy at an 
early age may explain some of this discrepancy as it circumvents the 
age of consent for girls in some countries (MacPhail et al., 2009; Fox 
et al., 2013; Idele et al., 2014), but health-seeking behaviour is another 
likely explanation. Interventions that make HIV testing immediately 
available at home have generally been associated with high uptake and 
little or no gender disparity (Were et al., 2006; Angotti et al., 2009; 
Naik et al., 2012; Govindasamy et al., 2015), whereas interventions that 
require young people to go to a clinic for directly assisted oral HIV self- 
testing yielded non-statistically significant but lower uptake among boys 
than girls (Hector et al., 2018). 

More research is needed to identify barriers and facilitators to HIV 
testing among ABYM in order to develop interventions to increase 
their testing rates, decrease gender disparities and initiate positive 
HIV testing habits that may continue throughout life (Govindasamy 
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et al., 2015). Tailored interventions to make testing more accessible 
and friendly to ABYM, such as home-based testing, and in social con- 
texts where ABYM congregate, such as sports fields, workplace, and sec- 
ondary schools and tertiary institutions, may be effective in increasing 
uptake of testing and counselling services by ABYM. At the same time, 
ongoing training of healthcare providers is essential to creating a con- 
ducive environment for ABYM-friendly services. 

4 Most studies of adolescent sexual behaviour in ESA focus on individual- 
level risk factors and behaviour. While some studies recognize the 
importance of contextual factors, few examine how factors such as 
parental monitoring, interactions with peers and teachers, family struc- 
ture and family socio-economic status influence sexual risk. 

5 Targeting adolescent boys at ages when they are developing behav- 
ioural patterns that will endure throughout adulthood is essential for 
transforming masculinity from harmful masculine practices and enact- 
ing positive gender-equitable social norms. With transition to adult- 
hood, adolescents begin to develop an understanding of their current 
and future roles and responsibilities in society (Erikson, 1959). It is 
at this critical transitional juncture that they develop the behaviours — 
including risky and sometimes violent as well as protective practices — 
which they may continue to engage in throughout their adult lives. 
For younger adolescent boys, we need to understand their experiences 
with masculine norms and focus interventions around the time of sex- 
ual debut. Interventions that address sexual health communications 
between parents/guardians and adolescents might be a pragmatic 
approach. 

6 To support the global movement to expand and upgrade comprehen- 
sive sexuality education for youth, additional research is needed to 
identify curricula that, beyond improving knowledge, can alter skills 
and behaviours (UNFPA, 2015). Special attention needs to be given 
to identifying and addressing the unmet sexual health needs of young 
men and to promoting gender-equitable norms among both young 
men and women. 

7 More research is needed on the differential effects among girls and 
boys on cash incentives to promote staying in school and performing 
specific health-related behaviours. 

8 Addressing the gap in IPV and HIV research among ABYM is criti- 
cal given gender differences in adolescent development and HIV 
risk. Research on IPV has shown that it is easier to prevent than 
treat. A series of interventions has targeted women and men, but 
less research has focused on ABYM. Therefore, it is vital to offer 
interventions that target and are tailored to ABYM at a young age 
(O’Leary et al., 2012). Future research should report age-stratified 
findings to determine what IPV interventions may be most effective 
for ABYM. 
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In addition, IPV among MSM and transgender youth has been under- 
studied, especially in ESA. Research in South Africa has included pre- 
dominantly adult MSM, primarily of White/European racial identity 
and gay sexual identity (Stephenson et al., 2011). Strategies are needed 
to ascertain the prevalence of IPV (both experience and perpetration) 
among non-white MSM in ESA, especially those under 18 years of age. 

9 Interventions for ABYM must be youth-centric and grounded in the 
realities of youth’s lives, fully engaging and mobilizing them in inter- 
vention development. A youth-centred design strategy, which entails 
understanding user needs and insights, ideation (brainstorming cre- 
ative solutions, building representation of ideas [prototypes]) and 
implementation (sharing prototypes with users and obtaining feed- 
back and refining intervention) to co-design innovative interventions 
with youth, is increasingly being applied in global health programs and 
should become the norm (IDEO.org, 2014; Vechakul et al., 2015). 

10 Use of male peer-driven and social network intervention models may 
be effective in reaching ABYM given the importance of peer norms. 
AGYW could also serve as champions for their male partners’ health, 
encouraging them to seek prevention services. 

11 Establishment of dedicated male sexual health clinics may be an effec- 
tive way to reach ABYM who have sex with men and who would other- 
wise forgo seeking public health services. 

12 As part of combination HIV prevention, PrEP should be integrated 
into ABYM-friendly sexual health services, with outreach to older at- 
risk youth in sports clubs and youth centres. 

13 The association of anxiety and depression with lower condom use and 
greater likelihood of sexual partner concurrency highlights the need 
for addressing mental health issues and for exploring the feasibility of 
integrating mental health components into HIV prevention interven- 
tions for ABYM. 

14 Anal sex needs to be explicitly discussed in age-appropriate adolescent 
HIV prevention and sexual health programming (Ybarra et al., 2018). 


In sum, ABYM must be part of the solution to interrupt the cycle of HIV 
transmission. Even though ABYM are at lower risk than AGYW for HIV 
acquisition, they are not at zero risk due to their risk-taking behaviours. 
Culturally reinforced masculinities that encourage male dominance, along 
with men’s inability to uphold these gendered expectations within the con- 
text of structural inequalities, ultimately contribute to HIV risk among both 
ABYM and AGYW. As adolescent boys grow older, their risk of HIV exposure 
and transmission increases. Given that gender socialization occurs during 
early adolescence, it is important to target boys to engender sexual health 
and equitable gender norms. 

The new MenStar Coalition launched by Sir Elton John and the Duke of 
Sussex in 2018 at the 22nd International AIDS Conference in Amsterdam 
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specifically seeks to engage men in HIV epidemic control, and it is sup- 
ported by committed funding of over USD 1.2 billion (MenStar Coalition, 
2018). No single intervention will likely suffice to stem the HIV epidemic. 
Rather, a combination of biomedical, behavioural and structural interven- 
tions that target not only HIV risk behaviours but also upstream factors 
associated with risk behaviour, such as poverty and harmful masculine 
norms, will be needed. A recent editorial in the Lancet reminds us that 
“being gender blind benefits neither men nor women” and calls attention 
to how machismo can increase risk-taking behaviour and deter boys and 
men from accessing health services (“Gender and health,” 2018). 
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Introduction 


There is an increasing acknowledgement that men and boys must be bet- 
ter engaged in HIV prevention and treatment initiatives. Improving men’s 
access to prevention and treatment services would result in a ‘triple divi- 
dend’, benefitting boys and men themselves, their sexual partners and their 
families (UNAIDS, 2017). 

Although girls and women are biologically and socially more vulnerable to 
acquiring HIV, men access HIV prevention and treatment services less and at 
a later stage of disease progression and are more likely to die whilst on ART 
than women (Cornell, McIntyre and Myer, 2011; Johnson et al., 2013). 

The adolescent HIV epidemic presents further challenges. AIDS-related 
illness is the leading cause of death among adolescents in Eastern and 
Southern Africa (ESA), and these deaths have tripled among adolescents 
since 2000 while declining in all other age groups (WHO, 2015). Adoles- 
cent boys have significantly lower HIV prevalence in late adolescence and 
early adulthood than adolescent girls and young women (AGYW). However, 
adolescent boys experience sharp increases in HIV prevalence in the years 
that follow, suggesting that adolescence may be a critical time where boys 
form risk behaviours and are exposed to new vulnerabilities. 

Despite a growing number of interventions that work with men and boys, 
there is limited research that explores the processes, politics, limitations 
and challenges of such work (Gibbs, Vaughan and Aggleton, 2015). This 
chapter responds to this gap by presenting some methodological and ethi- 
cal considerations in working with adolescent boys and young men (ABYM). 

The first sections of this chapter provide a theoretical and conceptual 
overview and outline some current debates within masculinities research 
and HIV social science. The findings comprises three main components, 
each detailing a particular occurrence from Gittings’ doctoral research 
(supervised by Hodes and Colvin), which focused on the health beliefs and 
experiences of ABYM (aged 13-24) living with HIV in South Africa's Eastern 
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Cape province. It is a sub-study of Mzantsi Wakho, a mixed-methods, longi- 
tudinal community-traced study of adolescents living with HIV (n= 1057). 

The findings section begins by asking, ‘Who is best placed to work with 
adolescent boys and young men’, highlighting the significance of posi- 
tionality and intersubjectivity. The section then explores the strategies of 
engagement used by young male researchers working with adolescent boys. 
It employs the dual interpretive frameworks of 'hegemonic masculinities' 
and the conceptualisation of both dominant and alternative masculinities 
bound up in Xhosa masculine identities. It focuses on how considered, 
contextually grounded performances of masculinity may encourage boys to 
move beyond dominant masculine scripts and allow for greater honesty, vul- 
nerability and the enactment of alternative masculine norms. The section 
then considers potential opportunities, as well as pitfalls and challenges, of 
interventions and research focusing specifically on ABYM. 

This chapter highlights some methodological and ethical considerations 
for working with this diverse group and challenges dominant assumptions 
about masculinity. 


Theory, concepts and definitions 


This chapter acknowledges the social construction of gender as a binary, 
which separates certain behaviours and attitudes into those deemed ‘femi- 
nine’ or ‘masculine’. 

Hegemonic masculinity has been described as the dominant form of an ide- 
alised masculinity within a society, which imposes meanings about the posi- 
tion and identity of other forms of masculinity and femininity (Connell, 
2005). In many settings, the hegemonic forms of masculinity promote val- 
ues and practices of independence, physical strength, sexual prowess and 
restraint in displays of emotion or vulnerability. These values and practices 
are, in turn, seen to act as powerful barriers to avoiding health risks and 
managing health problems effectively when they do emerge (Courtenay, 
2000). This understanding of the potential links between hegemonic forms 
of masculinity and poor health has been applied to the field of HIV and 
health research as a way to understand men’s poorer engagement in health 
services, risky sexual practices and poorer HIV-related outcomes (Gibbs, 
Vaughan and Aggleton, 2015). 

The concept of hegemonic masculinity encompasses diverse behaviours 
and identities, produced contextually and relationally (Wetherell and 
Edley, 2014). This chapter recognises the malleability and the multiplicity 
of masculinities while acknowledging the limitations of the concept. We use 
hegemonic masculinities as an interpretive framework through which to 
view the beliefs and behaviours of boys and young men, specifically in rela- 
tion to their participation in the research at the centre of this chapter. We 
explore how hegemonic masculine norms were practiced within the study 
context among Xhosa men and adapted through the processes of engaging 
with this research project. 
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Social scientists in Southern Africa have a rich history of emphasising 
the importance of context in limiting or enabling the effectiveness of HIV 
interventions (Hodes and Morrell, 2018). In his theoretical work on Xhosa 
masculinity, Mfecane (2016) argues that ‘Western’! gender theories are lim- 
ited in their understanding of Xhosa masculinity, in which the concept of 
indod@ is central. Similarly, in her work on social representations of AIDS 
and narratives of risk, Zungu (2013) found that the meanings of some HIV 
prevention messages as constructed within a ‘Western’ paradigm may be in 
conflict with meanings within other contexts. Oyéwümí (1997) posits that 
dominant gender narratives and interpretations of the social world ‘cannot 
be assumed uncritically for other cultures’ in her writing about her work in 
Nigeria. The message here is that the ways that gender and masculinity are 
understood locally must be central to the design and evaluation of research 
and interventions. 

This chapter employs notions of both hegemonic masculinities and 
Xhosa masculine identities encapsulated within the terms indoda and ink- 
wenkwe to examine how boys and young men perform, reconstruct and 
resist masculine norms in the study context. Despite some suggested theo- 
retical tensions between Mfecane’s work on Xhosa masculinities and Con- 
nell’s hegemonic masculinit(ies), this chapter employs the work of both 
scholars, with the understanding that the concept of hegemonic mascu- 
linities is expansive enough to include these contextual masculine norms. 
Hegemonic masculinities may be a useful concept to characterise the con- 
struction of gender norms and practices, and in particular the stark distinc- 
tion between manhood and boyhood within the study context. 

This chapter also draws on central tenets of feminism and gender stud- 
ies, emphasising the multiplicity of gendered power dynamics and their 
interrelationship with health. The concepts of positionality and reflexivity 
are also used to reflect on the workings of embedded agency in interactions 
between researchers and participants. Reflexivity has been described as 
‘the project of examining how the researcher and intersubjective elements 
impinge on, and even, transform research’ (Finlay, 2002). It is a systematic, 
conscious reflection on research design, methods and findings to provide 
insight into the subjective aspects of a study and to enable validation of the 
experiential data provided by study participants. We use the term 'position- 
ality’ to describe aspects of identities including race, gender and class, not 
as essential qualities but as indicators of relational positions (Maher and 
Tetreault, 1993). 


Background: adolescence, health and masculinity 


Given that adolescence is a period marked by multiple physical and psycho- 
social changes, this time represents an often risky period in young people’s 
lives. It may also be a crucial time in which to intervene to influence the 
development of health, gendered and sexual behaviours. A growing evi- 
dence base suggests that gender transformative work with men and boys 
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has the potential to shift harmful gendered norms and practices that might 
put men and their partners at risk of contracting HIV and having poor 
AIDS-related outcomes (Dworkin, Fleming and Colvin, 2015). Gender 
transformative approaches aim to alter discriminatory gender practices, 
policies, beliefs and ideas, recognising the benefits that gender-equitable 
environments have for health (Betron et al., 2012). 

It has been theorised that men’s poorer health outcomes are a result of 
hegemonic masculine norms, which have a negative effect on health-seeking 
and protective behaviours. While acknowledging how hegemonic masculine 
norms vary by context and shift throughout time, commonalities in global 
hegemonic masculine constructs include courage, independence and self- 
sufficiency, toughness, emotional and physical strength, sex with multiple 
partners, fearlessness and control over other men and women (Courtenay, 
2000; Mfecane, 2008; Lindegger and Quayle, 2009). In an attempt to per 
form to these ideals embedded in hegemonic masculinity, it may be difficult 
for men to seek or accept healthcare, including HIV prevention, testing and 
treatment services and other forms of support (Colvin, Robins and Leav- 
ens, 2010; Mfecane, 2010). Institutional supply-side barriers relating to the 
availability and delivery of healthcare services are also a significant factor in 
men’s poorer HIV-related health outcomes (Dovel et al., 2015). 

There is a growing literature in the ESA region on childhood and ado- 
lescent masculinities that considers the pressures exerted on young males 
to perform to hegemonic masculine norms in contexts underlain by HIV, 
disempowerment and poverty (Langa, 2010; Govender, 2011; Hensels et al., 
2016). This work highlights the vulnerability and uncertainty of ABYM 
and the importance of better understanding this group, rather than sim- 
ply framing them in contrast to vulnerable AGYW. Childhood exposure of 
ABYM to familial, community and structural violence may be internalised 
and find expression in harmful performances of masculinity, violence per- 
petration and behaviours that increase HIV acquisition risk (Jewkes et al., 
2011; Mathews, Jewkes and Abrahams, 2011). 

These texts, alongside critiques of traditional approaches to behaviour 
change in the context of HIV, suggest that group participatory identity con- 
struction work, and initiatives to address social and community-level factors, 
are better placed than individual-level initiatives that focus on individual 
behaviour change as a result. Similarly, a focus on attitudes in behaviour 
change may result in failure to consider important institutional and struc- 
tural factors that shape behaviours (Pease and Flood, 2008). 


Findings and discussion 
Who is best placed to work with adolescent boys and young men? 
Positionality and intersubjectivity 


This section focuses on positionality and explores the ways in which inter- 
subjective factors and identities shape HIV work with ABYM. Such factors 
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include demographic similarity and difference, personality and context. 
We suggest that it is important to take stock of the many intersecting fac- 
tors that will shape interactions with participants, and that reflexivity is cru- 
cial in HIV prevention research and programming. We also interrogate the 
assumption that certain aspects of demographic ‘sameness’, such as geo- 
graphic proximity, ethnicity or gender concurrence, mean that such inter 
actions will be simpler. The following story explores how aspects of identity, 
alongside contextual issues, can shape engagements with ABYM. 

The Ezobudoda (translated from isiXhosa as ‘manhood things’) sub- 
study focused on HIV-positive adolescent boys and young men’s engage- 
ment with traditional and biomedical health services. While establishing 
Ezobudoda, Gittings asked the research team for help determining the 
selection criteria for hiring researchers who would work on this project. 
After three years of data collection, the research team had extensive experi- 
ence speaking with adolescents and young people about HIV and sexual 
and reproductive health. Among key requirements for these positions were 
the need to be ‘good with young people’, fluency in local languages and the 
commitment to the research team as a collective. In addition, the research 
staff suggested — without prompting — certain demographic requirements. 

The researchers should be male, they explained, because there are things 
that participants would not say to female researchers. Part of their argu- 
ment was based on their perception that certain things are spoken about 
only by men. They described how certain traditional practices, including 
ulwaluko? a month-long initiation into manhood, are highly secretive and 
that it is a taboo to discuss them with women. Given that there were things 
about which Gittings, as a woman, should not have knowledge, they sug- 
gested that the male research assistants could also act as ethical advisors 
and mediators, controlling the flow of secretive information from research 
participants. Beyond collecting data, the researchers would also be crucial 
in supporting its interpretation due to their proximity to the topic. 

They also suggested that it would be easier for male researchers to build 
relationships with participants and that that these interviews would gener 
ate richer and more honest narratives (for an example image of an inter- 
view, see the life history interview in Figure 10.1). This belief was based on 
the assumption that participants are generally more comfortable sharing 
intimate information with someone of the same gender, due to the percep- 
tion that they have shared similar experiences. 

That speaking about health may be more difficult for men is not sur 
prising given expressions of physical or emotional vulnerability are delim- 
ited by hegemonic masculine norms (Connell, 2005). In order to collect 
richer and more accurate evidence, it would be important for participants 
to ‘open up’ and speak freely. Southern African interventions, such as Step- 
ping Stones, Brothers for Life and One Man Can, are premised on the idea 
that gender-equitable beliefs and practices are better for the health and 
well-being of men as well as their families and communities. These inter- 
ventions are centred on in-depth work with men, usually facilitated by other 
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Figure 10.1 Ulwazi (13) conducting a pilot life history interview with researcher 
Zukolwethu Jantjies, 26 November 2016 


men who encourage more gender-equitable practices and enact these prac- 
tices themselves. They have drawn on certain ‘health-promoting’ aspects 
of hegemonic masculinities, such as taking responsibility for the welfare of 
others (Colvin, Robins and Leavens, 2010). Such campaigns have not been 
without critique. It has been suggested that certain aspects of these cam- 
paigns may reify harmful hegemonic masculine norms (Fleming, Lee and 
Dworkin, 2014). Despite these potential shortfalls, the lesson we draw here 
is the way in which positionality may be an important consideration in who 
does the work with adolescent boys and young men. 

A male identity was not the only demographic characteristic advised by 
researchers as a necessity in their work. They also believed that age was 
important, and recommended that researchers should be no younger than 
25. They reasoned that if the older participants saw the researchers as their 
peers, they would not be taken seriously. At the same time, they advised that 
the successful candidates should be no older than 45, because if partici- 
pants saw them as elders, they would not feel open to speak frankly to them. 
They explained that age-based hierarchy is an important factor, especially 
in a place where issues of sexuality are not usually discussed directly with 
elders. They also recommended that the candidate(s) should be isiXhosa 
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speaking, to circumvent the additional challenges of translation, and that 
they should themselves be indoda, having followed local traditions and cus- 
toms of ulwaluko. 

What was clear from these discussions was that the research team saw 
the positionality of the research assistant to be of vital importance and that 
intersubjective identities were a crucial component of the research and 
analysis process. 

Asa result of this planning, the Mzantsi Wakho study hired two 29-year-old 
isiXhosa-speaking men. Mhlabeni was from Ginsberg, a township directly 
outside of King William’s Town, and Mene was from Dimbaza, a larger 
urban location a bit further outside of King William’s Town.* When the new 
researchers were deciding which participants they would work with, they 
requested that they not work with participants in the communities in which 
they live. They suggested that Mhlabeni interview participants in Dimbaza, 
where Mene is from, and vice versa. The reason, they explained, was that 
the social proximity between residents in their communities meant that 
participants might not feel as safe speaking about intimate issues for fear 
that others would find out. 

In this context, the concern was that participants might be uncomfortable 
during or after the interview or less likely to open up for fear of unwanted 
disclosure of their HIV status or personal issues. Unspoken here was also 
that the researchers may also have been uncomfortable having in-depth 
and sensitive discussions with fellow community members, as these could 
complicate personal and professional boundaries. These findings align 
with evidence suggesting that geographic and social proximity may affect 
uptake and retention in HIV testing and care services, and that people may 
choose to visit healthcare providers or institutions in other localities in an 
attempt to maintain confidentiality (Mhode and Nyamhanga, 2016). This 
literature contrasts claims that long travel distances to clinics are a key fac- 
tor in non-adherence. It suggests that in proximate health services, patients 
fear their HIV status will be disclosed and their confidentiality breached, 
which may negatively impact on accessing health services. 

Researchers calibrated certain types of similarity and difference within 
the research encounter. Despite believing that linguistic and gendered 
similarities could support the research aims, they also recommended some 
distance in terms of age and geographic proximity. In doing so, they chal- 
lenged a popular assumption that differences between researchers and 
participants are complicating factors in the research encounter. The next 
section of this chapter further explores how ‘insider’ and ‘outsider’ roles 
shaped this research. 

The ways in which different forms of identity shape interactions was also 
evident in an unanticipated aspect of the study. As hoped, participants 
were opening up to the researchers. They were also asking them to act 
beyond their research role. While drafting the protocol for the study, the 
ethical and methodological challenges and responsibilities that could be 
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encountered were carefully considered, including when participants ask for 
help. Challenges of working with a group of vulnerable young people in an 
environment where social services are limited and inconsistent have been 
documented by Cluver and colleagues (2014). In one week alone, one of 
the researchers (Mene) encountered a few self-referral cases where ABYM 
disclosed that they were struggling with drug addiction and requested help. 
This type of referral was relatively uncommon in the Mzantsi Wakho quan- 
titative survey. Mzantsi Wakho quantitative researchers more frequently 
encountered participants sharing accounts of violence and hunger, and 
the established response protocol upheld the ethical commitments and 
legal requirements of the study. However, accounts of substance abuse were 
shared more openly and frequently by the participants in the Ezobudoda 
sub-study. These referrals raised several questions: Was it because the par- 
ticipants were getting older? Was this a gender issue (i.e. more common 
with boys than with girls)? 

Our hypothesis was that while age and gender played a role, it was pos- 
sible that participants also felt comfortable sharing this type of challenge 
with Mene because they (rightly) assumed that he would be unlikely to 
judge or scold them. As someone with a laid-back demeanour and relaxed 
style, Mene may have given them this impression. 

Mhlabeni’s referrals were often different in nature. Participants sought 
assistance for multiple challenges, ranging from intimate subjects such as 
navigating romantic relationships and material concerns about securing 
food and work to technology challenges such as how to fix a broken televi- 
sion. Boys frequently asked him for guidance on how to access social ser- 
vices (apply for social grants), and for advice related to circumcision and 
becoming a man. As someone who appeared to perform to Xhosa notions 
of being indoda in terms of his presentation, lifestyle and communication 
style, boys regarded Mhlabeni as an authority on masculine rites of passage. 

Cluver and colleagues (2014) suggest that the presence of a caring, 
attentive adult is a reason why adolescent participants may open up and ask 
for help. Among study participants, many of whom did not have present 
fathers, being interviewed by a young man might have also been a rare occa- 
sion to have the positive attention of an engaged male figure. The requests 
for help made by the young men in this study may be attributed to a num- 
ber of other interrelated factors. The research design saw researchers build 
relationships with participants over multiple interviews. These encounters 
also encouraged participants to speak freely and provided opportunities for 
them to ask questions and direct the conversation based on their interests. 
An additional factor may have been that participants demonstrated creativ- 
ity and resilience by leveraging the research encounter as an opportunity to 
mobilise resources, a phenomenon that has been documented by Vale and 
Thabeng (2015). In the mix of all of these factors, given the different nature 
of referral cases that Mhlabeni and Mene met, a number of elements may 
have played a role in what participants felt comfortable to disclose. These 
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may have included participants’ perceptions of the researchers’ interest in 
them and how they perceived the researchers’ authority, expertise, abilities 
and personalities. 

One finding here, which can be directly applied to HIV prevention 
research and programming, is that demographic factors coalesce with indi- 
vidual subjectivities and contextual circumstances in shaping interactions 
between adolescents and adults and between participants and researchers/ 
programmers. The preceding case study suggests that a close, reflexive con- 
sideration of how intersubjective identities operate alongside the research 
or programmatic aims is warranted in working with adolescent boys and 
young men. Contextual factors, such as access to social support and engage- 
ment with caring adult male figures, may powerfully influence interactions 
with participants. 

Careful consideration should also be given to the contexts and needs 
of participants and how to respond to requests for support. Researchers 
and programmers must undertake adequate planning and training prior 
to beginning a project, so that they are well-equipped to respond to the 
ethical and methodological imperatives of the work. Managing participant 
expectations and upholding the ethical commitments made are crucial 
steps to mitigating any mistrust or disappointment among participants and 
to guard against producing false expectations and empty promises. This 
process is especially important when working with adolescent boys and men 
in contexts of constraint and vulnerability. 


Performing masculinit (ies) — strategies for engaging adolescent boys 


These cases in some ways challenge the conventional belief that men do 
not seek care and support. One can infer that the participants had nei- 
ther adequate access to social services and resources nor people who could 
effectively refer them. But was there something beyond the researchers' 
positionality that allowed participants to express themselves? How did these 
relationships form? In this section, we explore strategies to create more 
comfortable spaces for participants and argue that performances of both 
hegemonic and alternative masculine norms can foster the formation of 
such key relationships. We document how Mene and Mhlabeni performed 
to hegemonic masculine norms to gain trust and respect, and how they 
created spaces for alternative forms of expression by making boys feel 
comfortable. 

While observing the researchers’ engagements with participants, it 
became clear that they curated their performances of masculinity in order 
to make them feel comfortable and free to share. In the research setting, 
boys are often subject to instruction by older men and women, and a per- 
son is considered to be indoda only after completing ulwaluko. His age as 
a man begins from this point and is an organising factor that manifests 
in everyday interactions and traditional ceremonies alike. The process of 
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initiation, and the time following, is often marked by instruction and test- 
ing by ‘older’ young men. 

At the beginning of our research, 17 participants had undergone 
ulwaluko, mostly within the last year or two. This meant that even the ‘old- 
est’ participants were much younger, and in a different stage of life, than 
the researchers. The remainder were considered amakhwenkwe (translated 
from isiXhosa as ‘boys’) because they had not undergone ulwaluko. 

Despite this evident hierarchy, in conversations with participants, the 
researchers often used descriptors such as ‘my man’, ‘boss’, bhuti (‘brother’ 
in isiXhosa) and ‘my brother’, treating participants in a manner that 
acknowledged their identities as emerging adult men. This approach 
affirmed participants’ masculine identities and conveyed a sense of respect, 
familiarity, legitimacy and confidence. Although the researchers did not 
develop friendships per se with participants, they leveraged a different type 
of social capital that drew on their identities as employed, ‘cool’ young 
men to achieve the research aims. Making participants feel comfortable in 
this way supported the collection of rich data. However, this strategy also 
posed possible ethical challenges, including blurring boundaries between 
research and personal relationships and demonstrating simultaneous 
authority and familiarity that may have made it difficult for participants to 
set the terms of engagement. 

Also relevant here are the ways that researchers perform to ‘insider’ and 
‘outsider’ roles, in order to encourage participants to speak openly. In her 
work on Xhosa men’s narratives of HIV risk, Zungu (2013) leveraged her 
outsider role (as woman of Zulu ethnicity) to probe sensitive matters that 
could not be spoken about in the presence of a Xhosa female. Despite 
speaking isiXhosa, and having worked for years in her research area, this 
outsider role allowed her to engage participants as authorities and inform- 
ers of the subject. 

By contrast, Mene and Mhlabeni leveraged their role as insiders by nature 
of having been legitimised as men by undergoing the process of ulwaluko. 
However, they also used the authority that having gone through this process 
bestowed upon them. These masculine performances were employed as 
a way to legitimise participants’ masculine identities and establish famili- 
arity with them. Although seemingly counterintuitive, such performances 
were the starting point for participants to become comfortable express- 
ing more personal experiences and vulnerabilities. Despite the benefits of 
this approach, careful consideration should be given to avoiding further 
entrenching hegemonic masculine gender norms and to minimising social 
desirability bias. 

Many participants in this sample have demonstrated creativity, agency 
and resilience in moving through precarious and challenging situations. 
This experience was evident in the ways that boys navigated health facility 
attendance and medicine-taking, responded to difficult social and familial 
situations and excelled in multiple areas of their lives. At the same time, 
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they faced multiple intersecting challenges and vulnerabilities as (mostly) 
poor, HIV-positive and 'Black? young people, growing up in contexts of 
precarity and constraint. 

That people have lived experiences that are informed by multiple inter- 
secting privileges and marginalisations (Crenshaw, 1991) is relevant here. 
By engaging with boys’ masculine social capital? as an entry point, Mhlabeni 
and Mene discussed participants’ structural, relational and personal vulner- 
abilities with them. 

A methodological lesson from observing the researchers was that through 
performing to participants’ masculinities (an area where participants held 
power), an entry point was created to express vulnerability. By engaging 
participants in a way that made them feel comfortable and validated, the 
researchers created a starting place to encourage them to speak about more 
challenging aspects of their identities and lives. This approach fits within 
a multi-level approach to children and resilience — one which considers 
social, material and relational factors that may affect their well-being while 
also recognising their agency and life skills (Skovdal and Daniel, 2012). 

The ways in which male community health workers engage men living 
with HIV bear some similarity. In a previous study, we observed that male 
community health workers acted in a warm and informal way towards their 
clients and indirectly broached sensitive subjects (Gittings, 2016). In addi- 
tion to employing these strategies with participants, Mene and Mhlabeni 
drew on their social capital as ‘older’ young men who were employed and 
‘cool’. They performed to hegemonic masculine norms as a way to gain 
respect and trust from male participants. This careful strategy, when per 
formed properly, often made boys feel comfortable. 

This groundwork, in turn, allowed for expressions of vulnerability and 
emotion — typically performances associated with alternative masculine 
norms. Participants spoke extensively about personal issues related to 
health services engagement and intimate relationships and expressed opin- 
ions that might be seen as controversial. Heartache, anger and fear were 
present in many participants' narratives. As discussed earlier, some also 
asked for advice and help. 

While recognising the value of HIV research and programming work 
with ABYM, we must remain mindful of the pull of patriarchy, which privi- 
leges the perspectives and the needs of men above women and gender non- 
conforming people, and of heterosexual men above gay and transgendered 
men. Meeting men and boys *where they are at', while at the same time 
not reifying gender binaries and harmful gender norms, is a challenge. 
If the goal is healthier individuals and societies and gender transforma- 
tion, engaging strategies that draw on masculine norms and identities is 
not an end in itself but rather a means towards furthering research and 
programming practice for better health and gender equity outcomes. We 
explore this in the final section, which focuses on opportunities, pitfalls and 
challenges of such work. The strategies outlined above engaged aspects of 
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hegemonic masculine identity and drew on their authority and resonance 
in fostering engagements with greater depth, trust and honesty. 

Not all participants felt open to, or comfortable with, Mene and Mhla- 
beni’s strategic performances of masculinity. For example, one participant 
who Mhlabeni believed to be ‘gay’ (his word) chose not to do a second 
interview. Another participant whose father was from Ghana openly ques- 
tioned Xhosa notions of masculinity; Mene responded to this interaction 
neutrally, but he later disclosed that the experience had bothered him. 
These situations demonstrate the limitations of gender norms and scripts. 
In other words, formulaic performances to engage with participants are not 
always effective, and adolescent boys and young men require engagements 
that resonate with them. 

However, the strategies that Mhlabeni and Mene employed worked rela- 
tively well most of the time. Almost all participants were willing to partici- 
pate in a second and third interview, and some asked — unprompted - for 
the researchers to come back. In expressing their vulnerabilities, they dem- 
onstrated an ability and openness to alternative masculine performances. 
Their feeling comfortable was in part due to Mene’s and Mhlabeni’s strate- 
gies that drew on the authority offered by hegemonic masculine norms in 
order to acknowledge them as ‘men’. This required delicately deploying 
hegemonic masculine norms without at the same time further entrench- 
ing them. In this context, being indoda by nature of having completed the 
process of ulwaluko allowed them to occupy the most honoured type of 
masculinity (Mfecane, 2016). 

Outlined above are considerations of positionality, context and strate- 
gies for engaging boys and young men in HIV research and programming. 
The final section traces the contours of some of the debates around work 
with men and boys by drawing on case studies alongside the substantial and 
growing academic and programmatic literature that interrogates the mean- 
ings, benefits and challenges of such work. 


Working with adolescent boys and young men — opportunities, pitfalls 
and challenges 


While recruiting research assistants, we asked value-based and situational 
questions with the aim of determining if the interviewees held gender 
equitable beliefs. Both researchers responded in a way that was in line with 
the values and skills we were looking for. 

Over the period of a year, Gittings, Mene and Mhlabeni took many long 
drives together to visit participants, during which they would explore dif- 
ferent ideas, happenings and theories together and co-analyse emergent 
findings. In conversations about gender, sex and intimacy they would usu- 
ally speak indirectly, zig-zagging around the boundaries of the professional 
and the personal. As they learned more about each other’s communication 
styles, they also began to fill in the spaces of what was not said. After working 
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together closely over a period of many months, Mene and Mhlabeni started 
to demonstrate certain gender-inequitable beliefs. 

One day, ten months into working together, Mhlabeni expressed his 
belief that women aren’t good drivers, which surprised Gittings, because he 
would often ask her to drive. Mene responded by quipping that he didn’t 
see a difference between men’s and women’s driving abilities. An animated 
discussion ensued. Gittings asked Mhlabeni why he asked her to drive if, as 
a woman, he believed she could not be a good driver. ‘It’s different with you 
because I’m used to it’, he answered. 

In a team meeting with a group of approximately 15 researchers, Gittings 
led an activity as an icebreaker where the team was read a list of yes/no/ 
maybe questions about beliefs. “Yes’ was signaled by standing up with their 
arms above their heads, ‘no’ by sitting down on their chair, and a ‘maybe’ 
was displayed by standing with their arms at their sides. 

They started with simple statements such as ‘I had a nice weekend’ and 
‘It is rude not to greet when you see someone’. After warming up, they 
engaged with more complex, and potentially more controversial state- 
ments. One such statement was ‘Women are responsible for cooking and 
cleaning’. Mhlabeni and Mene stood up and stretched their hands over 
their heads, while the rest of the team sat down. Everyone else looked 
up at them, chuckling from their seats — partly in discomfort, and partly 
because of the irony of the only two staff members directly conducting gen- 
der research displaying this belief. The idea that women can be responsi- 
ble for certain activities is not, in itself, gender inequitable. However, the 
(unequal) burden of labour and value placed on men’s and women’s work, 
combined with the team’s different answers when asked about typical ‘mas- 
culine’ responsibilities, meant that these responses likely drew on a gender- 
inequitable belief about women’s labour. 

Why had they demonstrated this belief, given their awareness about 
gender equality and their interview responses a year earlier, in which they 
recounted different perspectives about men’s and women’s roles? Had 
their work, though aiming to understand boys’ and young men’s beliefs 
and actions, somehow cemented hegemonic masculine norms for them? 
Did being part of a sub-study that allowed the researchers more flexibility 
and privileges due to its design reinforce patriarchal norms that men and 
boys are superior, both as researchers and research participants? Or had 
the comfort, familiarity and trust the team had built created a space in 
which they felt open to share their gender-inequitable beliefs? And if the 
latter was the case, was it a ‘good’ thing, a step towards, or away from, the 
gender-transformative objectives of the research? 

While not wanting to over-estimate the role of these interactions and 
their work as researchers on their belief systems, they had actively and con- 
tinuously engaged about issues of gender over an extended period of time. 
Their speaking openly about beliefs that were professionally undesirable, 
and their sharing opinions that were different to Gittings’s, suggests that 
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relationships had been built where a certain degree of sharing, comfort and 
ability to express and manage conflicting beliefs was present. 

A few days later Gittings asked Mhlabeni and Mene about the opinions 
they had shared. They said that they felt comfortable displaying their per- 
spectives because, as a function of having frequent and frank conversations 
about gender, they were more comfortable talking about their beliefs than 
before. By contrast, they suggested that for the others in the room, their 
lived practice was also one where women were responsible for domestic 
work in their homes. They thought that their colleagues may have felt 
uncomfortable to express their belief that women should be responsible 
for domestic work in a group setting because they felt it socially unaccepta- 
ble to do so. 

The other potential explanation that Mene and Mhlabeni offered was 
that their colleagues might hold a different belief in theory, but not in 
practice, or hold different gendered beliefs for different spheres of their 
lives — in this case, work and home. This echoes Ratele’s (2014) assertion 
that people might support gender equality in the abstract, but that this 
might not translate behaviourally. He posits that gender equality discourse 
may influence men’s support of gender equality ‘in the abstract’ but that 
‘men’s positive, but ambivalent and resistant gender attitudes’ prevail 
(Ratele, 2014, p. 510). In a review of the evidence on work with men and 
boys, Gibbs and colleagues (2015) point out that such work does not always 
lead to behaviour changes that support gender equality. The processes and 
contexts in which work is implemented play a role in intervention effective- 
ness (Dworkin, Treves-Kagan and Lippman, 2013). 

Were Mene and Mhlabeni’s choices to display gender-inequitable beliefs 
in conflict with, ambivalent to or part of a gender-transformative process? 
Shifting socialised gender norms can be a lengthy and elusive endeavour 
(Gibbs, Vaughan and Aggleton, 2015). Is performing to socially acceptable 
gendered beliefs (while not believing them) better than burying gender- 
inequitable beliefs? In terms of Ratele’s (2014) assertion that gender- 
equitable beliefs can exist in the abstract but not in practice, was it possible 
that Mhlabeni and Mene had ‘broken the bubble’ of the abstract but not 
shifted into practice? And was this the same as going back to explicit gen- 
der-inequitable beliefs or towards conscientization? 

These questions and examples are raised as part of broader debates 
around working with ABYM for HIV prevention. As described earlier, 
gender inequality is a driver of HIV transmission, and ART initiation and 
retention in care are mediated by hegemonic masculine norms. For these 
reasons, questions of gender-equitable belief and practice are important to 
research and interventions focusing specifically on HIV and ABYM. It has 
been suggested that it is through practice that new ways of relating are pro- 
duced (Sideris, 2004), and that it is necessary to create lived experiences 
of gender equality through structural and policy approaches as well as pro- 
grammatic initiatives that change attitudes (Levtov et al., 2014). 
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As the preceding case studies and reflections demonstrate, the work of 
gender transformation is neither straightforward nor formulaic. We sug- 
gest that approaches that create space for dialogue and reflection, and that 
focus on processes (rather than solely on endpoints), are important compo- 
nents in the often complicated work of exploring and challenging gender 
norms. 

Finally, as highlighted by scholars such as Mfecane (2016), Zungu (2013), 
Oyéwümí (1997) and Hodes and Morrell (2018), the broader gendered 
context in which HIV work with men and boys takes place is important to 
consider. How do we engage with context-specific gendered constructs to 
support men’s improved health outcomes? And what does it mean to be 
working with men and boys for HIV prevention in a context where women 
and girls are more biologically and socially at risk to HIV acquisition? Schol- 
ars such as Gupta et al. (2008) have mapped out the importance of multi- 
layered and systematic approaches in addressing the multiple, overlapping 
structural and power dynamics that fuel the HIV epidemic. However, work 
with men and boys may still raise ethical and political considerations, given 
that it may be seen to compete for resources and attention with work with 
women and girls. It is therefore critical that gender-transformative research 
and practice with men and boys be able to articulate how its methods and 
objectives line up with broader feminist principles and goals. 


Conclusion 


Using case studies of HIV research with ABYM, this chapter raises questions 
about addressing gendered power imbalances and reducing HIV risks and 
poor health behaviours within this group. 

Given the relational nature of gendered power and HIV risk, it is cru- 
cial to work with ABYM in order to improve population health outcomes 
(UNAIDS, 2017). Interventions to reduce the material vulnerabilities of 
adolescents have demonstrated efficacy in reducing HIV risk behaviours 
among adolescent girls, but not boys, suggesting the differently gendered 
relationships between material vulnerability and risky sexual behaviour 
(Cluver et al., 2013). This is relevant given that HIV risk increases for ABYM 
as they enter their twenties and thirties. Efforts and strategies for working 
with ABYM to prevent them from acquiring HIV, and from transmitting it 
onwards, require further elucidation. 

In feminist and participatory research, the processes through which evi- 
dence is gathered are important. The lessons derived from this research 
point to the need for consideration of positionality and intersubjectivity, 
and the importance of considering the unique and intersecting identities, 
especially for those living in contexts of racialisation and discrimination, 
precarity and poverty. We suggest that careful consideration of demo- 
graphic and personal qualities of facilitators, researchers and programme 
workers are important. Engagements can be radically shaped by elements 
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of ‘sameness’, ‘difference’ and geographic proximity. Findings suggest that 
demographic factors should be carefully considered in deciding who con- 
ducts HIV work with ABYM, that sameness is not always more effective and 
that considerations of positionality are strongly mediated by context. Draw- 
ing on the expertise of participants and local researchers and programmers 
can help navigate these complexities. 

Research and programming that aims to conduct in-depth work with 
ABYM must also consider the intersecting vulnerabilities and privileges of 
participants. The same structural factors that inform HIV risk will be pre- 
sent in aspects of participants’ lives. During project development, consid- 
eration of how to respond to participant needs and requests for help that 
are beyond the context of the programme/research are essential, especially 
in contexts of precarity and constraint. 

This chapter has described strategies for working with ABYM - includ- 
ing partially leveraging hegemonic masculine interactions — to creating the 
trusting and open relationships that support in-depth research and inter 
ventions to promote health and gender-equitable practice. We found that 
affirming aspects of participant masculine identities can be a starting point 
for alternative forms of engagement. This process requires delicate con- 
sideration of how to make participants feel safe while not reifying harmful 
hegemonic masculine norms and rigid gender binaries. In the complicated 
work of exploring and challenging gender norms, creating space for dia- 
logue and reflection and the use of multiple methods to introduce differ- 
ent perspectives may guard against such risks. 

Ideally, research and programming should be framed within condu- 
cive policy frameworks and a commitment to changing harmful gendered 
beliefs in practice. The process of meaningfully engaging men for HIV pre- 
vention efforts is informed by a variety of factors, including the very gen- 
dered power dynamics that are being challenged. 

In a context in which little is known about gender transformation, the 
work of engaging with hegemonic masculine norms is complicated, with 
‘progress’ being difficult to measure. The complexities and dynamics of 
gender work with ABYM are reflective of broader workplace and societal 
dynamics. Building and documenting relationships over time that allow for 
ongoing, continuous and non-judgemental engagement may provide some 
clues as to the pathways towards gender equity. 

This chapter has drawn on case studies with qualitative researchers 
to consider some ethical and methodological aspects of HIV work with 
ABYM. In doing so, it aims to contribute to the movement for engag- 
ing men and to raise some theoretical, ethical and practical questions to 
add to our notions of young masculinities and HIV risk. The case studies 
have aimed to provide a window into how ABYM experience, manage and 
perform masculinity and to ultimately add depth to what we understand 
about this group. 
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Notes 


1 The limitations of literal and/or simplistic interpretations of geographical terms 
have been noted by scholars such as the Comaroff and Comaroff (2012), who sug- 
gest that power and marginality are important considerations in interpretation. 

2 Constructs of masculinity in the research site hold a strong distinction between 
a ‘boy’ (in isiXhosa inkwenkwe, ‘uncircumcised boy’) and a ‘man’ (in isiXhosa 
indoda, a traditionally circumcised person), which are defined by whether a per- 
son has completed the process of ulwaluko. 

3 Referred to throughout this chapter as ulwaluko (isiXhosa), or traditional ini- 
tiation/circumcision. A rite of passage, ulwaluko is a powerful organising factor 
in constructions of masculinity among the amaXhosa (Mfecane, 2016; Mager, 
1998). 

4 Pseudonyms have been used for researcher and participant names throughout 
this chapter. 

5 Racial identifiers, when used within this chapter, are put within quotation marks 
to denote that these categories are socially constructed. As much as possible, this 
work aims to avoid reproducing these categories while acknowledging these his- 
torical and ongoing constructs when relevant to this study. We aim to consider 
race-related power alongside other intersecting factors of power and marginalisa- 
tion such as class identity, foreign status, language, HIV status and age. 

6 Putnam (1993, p. 35) defines social capital as ‘features of social organizations 
such as networks, norms and trust that facilitate action and cooperation for 
mutual benefit’. 
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The role of social protection in 
positive prevention 
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and Rebecca Hodes 


Introduction 


The Eastern and Southern Africa (ESA) region has a high burden of HIV 
and AIDS, with an estimated 19.6 million people living with the virus 
(UNAIDS, 2018). All countries in the region have ‘generalised’ epidemics, 
with an adult prevalence of 6.8% among those aged 15-49 (greater varia- 
tions are observed between countries). HIV incidence and prevalence tends 
to be concentrated in particular sub-populations such as adolescent girls 
and young women (AGYW), men who have sex with men (MSM), transgen- 
der people, sex workers, prisoners and people who inject drugs (UNAIDS, 
2018). According to UNICEF, 2.1 million adolescents aged 10-19 were liv- 
ing with HIV globally in 2016. Furthermore, 590,000 young people between 
the ages of 15 and 24 were newly infected with HIV, of whom 250,000 
were adolescents between the ages of 15 and 19 in 2017 (UNAIDS, 2018). 
AGYW aged 15-24 are the most affected by HIV: HIV prevalence among 
this population in the ESA region was double that among adolescent boys 
and young men (ABYM) in 2016 (3.4% vs 1.6%) (UNAIDS, 2017; Govender 
et al., 2018). Furthermore, while HIV incidence rates are generally decreas- 
ing, they are still high in many ESA countries (UNAIDS, 2017). It is esti- 
mated that new HIV infections declined by 56% among children (aged 14 
or younger) to 77,000 between 2010 and 2016 (UNAIDS, 2017). Among 
adults, declines were estimated at 29% over the same period, although sig- 
nificant variations are observed between countries. 

Inlight of the foregoing, UNICEF (2017) has estimated that, without con- 
certed action, the actual number of new adolescent infections will increase 
steadily in the next decade. In addition, in the last decade, reductions in 
AIDS-related sickness and death among children and adolescents in the 
region have demonstrated the vital impact of national ART programmes. 
While remarkable progress has been made in preventing paediatric HIV 
through the provision of prevention of mother-to-child transmission treat- 
ment, HIV testing and ART initiation and adherence, support for children 
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and adolescents is lacking. Figures from UNICEF (2017) suggest that only 
43% of infants exposed to HIV are tested within two months, and that only 
4396 of the 2.1 million children living with HIV globally are receiving ART. 
Thus, while HIV testing and treatment for infants has improved in recent 
years, the benefits of these programmes tapers off for older children and 
adolescents. 

Limited available data for adolescents suggest worrisome trends regard- 
ing treatment access and AIDS-related deaths (UNAIDS, 2017). According 
to UNAIDS (2018), only 67 countries worldwide reported disaggregated 
adolescent treatment data. Among these, median ART coverage was low, 
at 20% in 2016. These data suggest that adolescents in ESA are the only 
population group in the region among which AIDS-related morbidity and 
mortality continues to grow (UNAIDS, 2018). The total numbers of ado- 
lescents living with HIV are growing, with a greater proportion of those 
infected through mother-to-child transmission surviving into adulthood 
due to improved access to ART, while new infections among 15—24-year-olds 
persist (UNAIDS, 2017). 

The findings of the HPTNO052 study (showing that ART can prevent 
onward transmission among HIV-discordant individuals) have challenged 
the assumption that HIV treatment and prevention are distinct, with a 
growing body of research demonstrating how effective HIV treatment and 
prevention are intrinsically connected (Cohen et al., 2013). This evidence, 
coupled with the UNAIDS 90-90-90 targets and the recent move to adopt 
a 'test and treat' approach in many countries with high HIV prevalence 
and incidence, has led to the promotion of ART as means of enabling 
‘positive prevention’ among key populations and vulnerable groups such as 
AGYW aged 15-24. The current, burgeoning evidence base on associations 
between social protection and improvements in health outcomes among 
HIV-positive children and adolescents opens up a new field of prospective 
enquiry and promising prospective interventions. 

There is growing evidence that social protection programmes have 
the potential to reduce HIV transmission through promoting safer sex- 
ual behaviours among adolescents and promoting adherence to ART. 
UNICEF defines social protection as 'a set of public and private policies 
and programmes aimed at preventing, reducing and eliminating economic 
and social vulnerabilities to poverty and deprivation’ (UNICEF, 2015). It 
includes both formal and informal initiatives that provide social assistance 
to extremely poor individuals and households, with an aim of mitigating 
risks and related consequences (Devereux and Sabates-Wheeler, 2004). 
Social protection can be provided through public (governmental and 
non-governmental) and private institutions and may fulfil protective, pro- 
motive, preventative or transformative capacities. In this chapter, social pro- 
tection is conceptualised broadly to include many possible interventions 
and components that fall under this umbrella term. Specifically, this chap- 
ter focuses on the burgeoning evidence base on associations between access 
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to social grants and other forms of social protection and the improved 
positive health outcomes among ALHIV. A transdisciplinary research base 
that captures the impact of social protection initiatives on health behav- 
iours demonstrates the intertwining of health and social domains in global 
development, and the responsiveness of each to boundary-spanning inter- 
ventions that may target either health or social development, but whose 
benefits ripple widely from their central location to other dimensions of 
life, well-being and livelihood. 

We employ a twofold conceptualisation of HIV prevention, treatment 
and care package for adolescents living with HIV (Gittings et al., 2016), as 
both the prevention of new HIV-infections among those previously HIV- 
negative and as the prevention of onward transmission of HIV - ‘posi- 
tive prevention’. This chapter makes the case for elaborating the positive 
protection approach, drawing on existing HIV-oriented social protection 
programmes. The chapter draws on previous work about the potential of 
social protection to support positive prevention and adherence to ART for 
children and adolescents living with HIV (Gittings et al., 2016; Toska et al., 
2017a). In doing so, it highlights the urgent need for flexible, inclusive and 
responsive social protection mechanisms as a promising and productive 
means of promoting improved health outcomes and reducing risk behav- 
iours among ALHIV. 


ART adherence, sexual practices and reproductive health 
among ALHIV in ESA 


A growing evidence base shows that biomedical interventions combined 
with social programmes are the best means of reducing new HIV infections 
and, ultimately, turning the tide of the AIDS epidemic (Padian et al., 2010), 
especially among young people (Cluver et al., 2016a). However, while reduc- 
ing incidence through keeping adolescents HIV-free is critical, it is also 
important to support those already living with HIV to lead safe and healthy 
lives, including through viral suppression, engaging in safer sex and having 
planned, safe pregnancies and parenthoods. This section briefly reviews 
factors related to non-adherence and sexual risk-taking among adolescents 
living with HIV. It describes how different forms of social protection may 
help to support ART-adherence and reduce sexual risk-taking among ado- 
lescents in hyper-endemic contexts. 

ART offers an opportunity for the survival and long-term well-being of 
people living with HIV. Yet many of the estimated 1.2 million children and 
adolescents living with HIV in ESA struggle to initiate and remain on ART. 
Once initiated on ART, 80976-95976 adherence is required to avoid medica- 
tion resistance, meaning that even occasional lapses in adherence to the 
ART regimen could reduce its efficacy (Paterson et al., 2000). Promis- 
ingly, increased linkages to ensure that adolescents access both sexual and 
reproductive health (SRH) and HIV services have been shown to increase 
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HIV-positive adolescents' access to and use of treatment services (UNICEF, 
2015) and healthcare (Hodes et al., 2018a, 2018b). 

Understanding the sexual practices and reproductive health needs of 
adolescents living with HIV remains critical for positive prevention. A recent 
systematic review focusing on sexual risk-taking among adolescents found 
mostly cross-sectional evidence on eight sexual risk-taking outcomes in 13 
ESA countries (Toska et al., 2017b). Studies reported widely varying rates 
of sexual risk-taking, with nearly half of adolescents being sexually active, 
3396-5096 reporting unprotected sex, and 1096-6696 reporting other sexual 
risk practices such as transactional sex, multiple sexual partners in the last 
year or sex with older men (Toska et al., 2017b). Adolescent girls living with 
HIV reported higher prevalence of transactional sex, unprotected sex and 
sex with older partners, though adolescent boys were more likely to report 
early sexual debut and multiple sexual partners. 


Social, economic and structural drivers of sexual risk behaviours and 
non-adherence to ART 


The limited research on adolescent ART adherence shows that many ado- 
lescents struggle to comply with ART regimens (Auld et al., 2014) and 
reveals exceptionally low rates of children and adolescents maintaining 
ART adherence (Cluver et al., 2016b; Hudelson & Cluver, 2015; Nachega 
et al., 2009). Evidence suggests that a combination of factors, including lack 
of social support, disclosure challenges, food insecurity and the costs of 
clinic attendance make it difficult for adolescents to initiate and remain on 
treatment (Cluver et al., 2016b; Hudelson & Cluver, 2015; Nachega et al., 
2009). A burgeoning literature documents the additional, various experi- 
ential, clinical and operational challenges that adolescents living with HIV 
face in engaging with health programmes (Bernays et al., 2016; Delany- 
Moretlwe et al., 2015; Toska et al., 2015; Vale, Hodes & Cluver, 2017; Visser, 
Zungu & Ndala-Magoro, 2015). 

Drivers of ART non-adherence and sexual risk-taking among adolescents 
living with HIV include (1) social, economic and structural issues; (2) non- 
disclosure, stigma and discrimination; (3) caregiver well-being, disrupted 
family structures and caregiver-child relationships; and (4) healthcare ser- 
vices and health systems factors (Campbell et al., 2012; Gittings et al., 2016; 
Hudelson & Cluver, 2015). A growing literature also demonstrates the inter- 
connections between structural deprivations, non-adherence to ART and 
sexual risk-taking (Kidman et al., 2018; Toska & Cluver, 2018). This evidence 
is presented below, providing an overview on how structural drivers, stigma 
and discrimination, caregiver relationships and family structure, and health 
services are linked to both poor ART adherence and sexual risk outcomes. 

Social, economic, and. structural drivers — Poverty and related food insecu- 
rity are known barriers to ART adherence. Many adolescents living with 
HIV in ESA face food insecurity, and believe that these medicines must 
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be taken with food (Gittings et al., 2016; WHO, 2015). Food insecurity 
and poverty are also known drivers of HIV risk behaviours for adolescent 
girls because they promote high-risk relationships with older partners, in 
which transactional sex provides the means of subsistence or survival for 
girls and young women. These vulnerabilities are mutually reinforcing, fos- 
tering a concatenation of risky behaviours, including unprotected sex and 
ART non-adherence. Understanding the gendered dimension of ART non- 
adherence for adolescents is also important because certain social protec- 
tion interventions may affect boys and girls differently (Cluver et al., 201 6b; 
Handa et al., 2014), and a higher proportion of new adolescent infections 
occur in girls (UNAIDS, 2017). Given that age-disparate sex is a driver of 
these infections, work with their older male partners on safer sexual prac- 
tices and improved ART adherence is also warranted. 

A recent study found that exposure to violence — at home and school 
and in clinics — was strongly linked with increased ART non-adherence, as 
shown in Figure 11.1 (Cluver et al., 2018), with exposure to multiple types 
of violence associated with higher levels of ART non-adherence. The study 
focuses on the detrimental effects of clinic victimisation in particular, iden- 
tifying the negative impact that punitive, debasing and violent healthcare 
services have on both healthcare attendance and compliance with medi- 
cal regimens among adolescents. Regarding other forms of violent victimi- 
sation beyond healthcare facilities, several studies in Uganda and Kenya 
reported that gender-based violence was linked with unintended pregnan- 
cies (Nhamo, 2013; Obare, Birungi & Kavuma, 2011) and transactional sex 
(Nhamo, 2013). The association between violence and ART non-adherence 
requires further investigation. 

Disclosure, stigma and discrimination — Social barriers to treatment must 
be challenged, particularly HIV-related stigma and discrimination and 
legislation addressing the criminalisation of HIV non-disclosure, onward 
transmission, and age of consent to access testing services and criminalis- 
ing same-sex practices through legislation. Evidence from community- 
based HIV testing programmes suggests that removing such barriers would 
encourage more people to get tested and seek out treatment (Iwuji et al., 
2018; Orne-Gliemann et al., 2015). For fear of unwanted disclosure, some 
adolescents and young adults may not adhere to medicines when they are 
in situations where they might be seen taking medicines (leading to unin- 
tended HIV-positive serostatus disclosure) — such as in public, or even in social 
situations and with friends, family members or intimate partners (Hodes 
et al., 2018a). This issue may be compounded by fear of loss of material sup- 
port in situations in which adolescents are also receiving material support 
from their partners (Toska et al., 2015) and family or community members. 

Negative effects on adherence have also been seen in children and adoles- 
cents who have not been disclosed to at an appropriate age, defined by WHO 
as starting at the age of 10 and completed by the age of 12 (Cluver et al., 
2015; Hudelson & Cluver, 2015). This may be due to poor understanding of 
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90 Cumulative effects of violence exposure on ART non-adherence 
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Figure 11.1 Marginal effects model testing for additive effect of violence on ado- 
lescent ART adherence (Cluver et al., 2018 — figure INCLUDED with 
AUTHOR permission). 


Source: Cluver et al. (2018). 
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the reasons for which they are taking medication or issues with acceptance 
of their HIV-positive status. By contrast, adolescents who were disclosed to 
early, and in a sensitive and supportive way, achieve better adherence and 
sexual health outcomes (Cluver et al., 2015; Toska et al., 2015). 

Caregiver relationships and family structures — Living alone or with a partner 
(compared to living with a caregiver) were strongly associated with sexual 
risk-taking among adolescents living with HIV in two studies in Uganda 
(Baryamutuma et al., 2010; Mbalinda et al., 2015). Moreover, caregiver 
monitoring is closely linked to safe sexual practices among adolescents liv- 
ing with HIV (Toska et al., 2017a). For this reason, it has been suggested 
that caregiver psychosocial and physical well-being is fundamental to sup- 
porting ART adherence and safe sexual practices (Cluver et al., 2018; 
Hudelson & Cluver, 2015; Toska et al., 2017a; WHO, 2015). 

Healthcare services and system factors — There are also many documented 
healthcare-related barriers to ART adherence, including treatment costs, 
travel costs and distances to clinics and transition between paediatric and 
adult care (Cluver et al., 2018; Hudelson & Cluver, 2015; PATA & WHO, 
2015). Additionally, accessing HIV and reproductive health services sepa- 
rately can be stigmatising, which is a core reason for integration of HIV and 
sexual healthcare to support all SRH services to be HIV-inclusive rather 
than HIV-specific’ (Hodes, 2013; Gittings et al., 2016). HIV-related stigma 
and discrimination can exacerbate social exclusion and create barriers to 
the uptake of health services, particularly among adolescents. Transforma- 
tive social protection aims to create enabling legal and normative environ- 
ments for the delivery of provisions that address stigma and reduce barriers 
to uptake of health services (Gittings et al., 2016). 

Syndemic risk factors for ART adherence and sexual risk-taking — The research 
among ALHIV in ESA outlined in the section below suggests a strong over- 
lap between factors shaping ART adherence, sexual risk-taking and reten- 
tion in HIV/SRH care in this vulnerable group of young people. Many of 
these factors are shared for both of these health outcomes and are closely 
linked to structural vulnerabilities. Given that non-adherence combined 
with risky sexual practices fosters high-risk situations for HIV onward trans- 
mission, efforts to improve adherence must go hand in hand with those 
aimed at promoting safer sex. 


Social protection to interrupt pathways for non-adherence 
and sexual risk-taking — a review of the evidence 


A growing body of literature demonstrates that social protection is a criti- 
cal enabler for HIV prevention outcomes through interrupting pathways 
for non-adherence and sexual risk-taking (Baird et al., 2012; Gittings et al., 
2016). There is also a strong evidence base that shows the impacts of social 
protection on HIV and risky-sex pathways such as food insecurity, early 
marriage, economic migration, transactional sex, early pregnancy, early 
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sexual debut and school dropout (Gittings et al., 2016; Shisana et al., 2014; 
UNICEF, 2015). This section provides an overview of this evidence. 

In 2016, a review was conducted on the role of social protection for 
improved adherence and HIV-related health outcomes among children 
and adolescents in ESA that extended and detailed these findings. The 
review found 11 programmes, including one RCT (Ssewamala et al., 2018), 
one pre-post pilot (Bhana et al., 2014), one pre-post small-scale pilot RCT 
(Snyder et al., 2014), two quantitative (Grimwood et al., 2012; Van Wing- 
hem et al., 2008) and six qualitative studies (Busza et al., 2014; Denison 
et al., 2015; Mupambireyi et al., 2014; O'Hare et al., 2005; Strasser & Gib- 
bons, 2014) for which there was evidence of ART adherence outcomes 
among children aged 15 or younger) and/or adolescents (aged 10-19). 
The majority of these included adherence alongside other outcomes, such 
as HIV treatment knowledge, psychosocial well-being and retention in care 
(Gittings et al., 2016). 

A more recent systematic review of ART adherence interventions among 
adolescents living with HIV found only one additional new programme to 
support ART adherence among adolescents living with HIV, although a 
study conducted in Thailand provided useful insights into the potential of 
group-based adherence counselling (Ridgeway et al., 2018). 

A 2017 systematic review of programmes to prevent or respond to sexual 
risk-taking among adolescents living with HIV located four interventions. 
Three of the included intervention studies were individual-level ran- 
domised controlled trials (Lightfoot, Rotheram-Borus & Tevendale, 2007; 
Nhamo, 2013; Senyonyi et al., 2012), with one pre- and post-test experimen- 
tal design study (Snyder et al., 2014). All four studies reported increases 
in condom use following the intervention; however, these were only sig- 
nificant in one intervention (Nhamo, 2013). The social protection inter- 
ventions included in these studies were group-based support, livelihoods 
training, and integrated HIV/SRH services. 


What types of social protection work? 


Among different types of social protection, cash transfers have received sig- 
nificant attention, and there is a rich multidisciplinary literature on their 
efficacy. ‘Cash transfers’, in the form of social support grants, travel vouchers 
to get to facilities and school lunch programmes, can support adherence by 
addressing poverty-related factors, such as food insecurity and household 
unemployment (Cluver et al., 2018). In addition, evidence demonstrates 
that social transfers in the form of transport costs and food can have an 
effect on adult ART adherence (UNAIDS, 2014). However, the current lit- 
erature is unclear on whether 'cash-only' social protection interventions 
directly impact adolescent adherence to ART. The only intervention that 
focused on ART adherence is a cash plus care plus capability intervention 
trial in Uganda, which focuses directly on adherence and viral suppression 
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(Bermudez et al., 2018; Ssewamala et al., 2018). Two additional pre- and 
post-test small-scale trials including adherence outcomes had promising 
results (Bhana et al., 2013; Snyder et al., 2014). Cross-sectional analyses 
from a large cohort in South Africa found that improving food security was 
associated with reduced ART non-adherence (Cluver et al., 2016b). Within 
this study, having sufficient funding to get to the clinic was also associated 
with improved retention on treatment (Cluver et al., 2018). 

Among trials and evaluations of social cash transfers, seven studies found 
improvements in HIV-related treatment knowledge and adherence (Git- 
tings et al., 2016). Twelve studies included children and adolescents living 
with HIV, and two of these were quantitative studies of care only that focused 
on improving ART-related outcomes (Grimwood et al., 2012; Van Winghem 
et al., 2008). The other two were pre-post pilot studies of care-only interven- 
tions (Bhana et al., 2013; Snyder et al., 2014). One trial among adolescent 
girls living with HIV in Zimbabwe combined cash with care interventions 
(Nhamo, 2013), resulting in improved condom use and reduced transac- 
tional sex. Additional analyses from a large cohort in South Africa suggests 
that attending fee-free schools combined with care interventions at home 
and clinics was strongly associated with reduced unprotected sex, especially 
among adolescent girls living with HIV (Toska et al., 2017a). These last two 
studies demonstrate associations between social protection interventions 
and the enhanced capacity for ‘positive prevention’ among ALHIV. 

Beyond cash social protection, care mechanisms offer value in several 
ways: through directly benefitting recipients, acting as flexible mechanisms 
that can respond to their shifting, complex needs, in supporting the uptake 
and retention of other types of social protection (Gittings et al., 2016). Care 
provisions improved adherence in two pre- and post-test small-scale pilot 
trials (Bhana et al., 2013; Snyder et al., 2014), three quantitative studies 
(Cluver et al., 2016a; Grimwood et al., 2012; Van Winghem et al., 2008) and 
six qualitative studies (Busza et al., 2014; Denison et al., 2015; Mupambireyi 
et al., 2014; Parker et al., 2013; Strasser and Gibbons, 2014). 

The potential of home-based and community care interventions has 
been demonstrated. One study found an association between receiving a 
community care intervention and reduced probabilities of attrition and 
mortality (Grimwood et al., 2012). A study by Busza and colleagues found 
that home-based care support was positively received by families of children 
and younger adolescents living with HIV in Tanzania (Busza et al., 2014). 
HIV-specific support groups have shown increased linkages to healthcare 
for adolescents living with HIV (Snyder et al., 2014), and peer-education 
interventions have also demonstrated improved adherence support (Deni- 
son et al., 2015). Such home- and community-based care programmes may 
improve ART adherence by providing psychosocial support, replacing costs 
of traditional healthcare (facility-based care) and enabling beneficiaries 
access to livelihood opportunities and life-saving health services (Busza 
et al., 2014; Gittings et al., 2016; Grimwood et al., 2012). There is also a 
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much larger literature on community and home-based care initiatives for 
HIV testing and treatment (Hodes and Naimak, 2011; Schneider, Hlophe 
and van Rensburg, 2008) preceded in South Africa by community-based 
healthcare interventions reaching back over half a century (Phillips, 2014). 
Three group and individual counselling-based programmes to reduce 
sexual risk-taking among adolescents living with HIV in Kenya and Uganda 
showed promising reductions in unprotected sex and multiple sexual part- 
ners. Last, capability interventions (i.e. programmes that support skills 
development and advance livelihoods) demonstrate promise (Gittings 
et al., 2016). For some adolescents, accessing interventions that support 
their capabilities may support ART adherence through better financial out- 
comes and therefore improve food and clinic access and reduce riskier sex. 
Evidence also demonstrates that social protection, particularly cash 
plus care provisions in combination, have greater potential for improved 
HIV-related health outcomes among adolescents than cash interventions 
alone (Bandiera et al., 2012; Cho et al., 2011; Cluver et al., 2016a; Duflo, 
Dupas & Kremer, 2011; Karim, 2015). It has been suggested that social pro- 
tection interventions with multiple components have additive and possibly 
multiplicative effects (Cluver et al., 2016a) and are necessary to meet the 
complex psychosocial needs of adolescents living with HIV (Amzel et al., 
2013). Combinations can respond to the manifold pathways to ART non- 
adherence, in acknowledgement of the myriad intersecting challenges 
that adolescents may face to adherence. Promisingly, there is evidence that 
improving food security alone, and combined with other forms of social 
protection, significantly affected adherence outcomes for adolescents liv- 
ing with HIV (Cluver et al., 2016b). Similarly, combining care interventions 
(good caregiver monitoring) with clinic care (adolescent-sensitive services) 
and cash interventions (access to fee-free schools) reduced unprotected sex 
reported by adolescent girls living with HIV (Gittings et al., 2016). 


How affordable and feasible is social protection? 


The relative affordability, acceptability and scalability of social protection 
provisions are common concerns for ESA governments and for bilateral 
agencies. Social protection initiatives for children and adolescents are an 
investment in their health and well-being. They are also a long-term cost-sav- 
ing mechanism through off setting the costs of poor health outcomes and 
capitalising further on earlier investments in public health (Remme etal., 
2014). The World Bank Social Safety Nets report (2015) examined social 
assistance in 120 developing countries and suggested that well-designed 
social assistance programmes are cost-effective (between 1.5% and 1.9% 
of GDP). Social assistance in sub-Saharan Africa only covers one-tenth of 
the poorest 20% (Honorati, Gentilini & Yemtsov, 2015), and expanding 
social protection provisions is possible for most African countries (Gar- 
cia & Moore, 2012). Co-financing from multiple government departments 
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(as demonstrated in the STRIVE consortium) can make budgetary commit- 
ments for social protection more manageable but requires integrating eval- 
uations and budgeting mechanisms. It also requires a conceptual shift in 
the cost-benefit analysis of health and social programming, similar to what 
was required in the reconceptualisation of the global ART rollout as not just 
a social and medical good but an investment in public health which would 
benefit the fiscus over the long term. Recent costbenefit modeling from 
South Africa suggests that an investment of ZAR 4154.22 (USD 299.73) per 
adolescent living with HIV per year would allow for 69.596 to be retained in 
care (Standish-White, 2018). 


Conclusion and recommendations 


In view of the potential linkages between poor adherence and sexual risk- 
taking among ALHIV (Kidman et al., 2018; Marhefka et al., 2010; Toska & 
Cluver, 2018), it is of crucial importance to identify policy and program- 
matic interventions that can address their vulnerabilities in order to 
improve their health and resilience and to prevent the onward transmis- 
sion of HIV. Our analysis of key findings in the literature suggests that 
flexible and responsive social protection mechanisms can be an impor- 
tant component in the response to the complex causal pathways of HIV 
risk. Evidence on social protection programmes and policies highlights 
the potential for combinations of social protection interventions, particu- 
larly ‘cash’ combined with ‘care’ and ‘capability’, to interrupt pathways for 
sexual risk behaviours and non-adherence to ART and to foster resilience. 
The focus of this chapter is not only on social protection programmes and 
policies that help HIV-negative children and adolescents stay healthy, but also 
that support children and adolescents living with HIV to take medication and 
prevent transmitting HIV onwards. There is a small body of literature on posi- 
tive prevention, ART adherence and social protection among adolescents in 
ESA. However, a review of evidence suggests a number of overlapping mecha- 
nisms through which social protection may achieve these impacts: (1) poverty 
reduction and economic development (Gillespie et al., 2007; Nattrass & Gon- 
salves, 2009); (2) improved educational outcomes such as school retention for 
girls and young women (Pettifor et al., 2008; UNAIDS, 2014; UNICEF, 2015); 
(3) improved food security (Cluver et al., 2016b; Emenyonu et al., 2010); and 
(4) improved psychosocial outcomes (Govender et al., 2014). Investigating 
overlapping mechanisms and additive effects of health and social interven- 
tions signals a move away from single-source, siloed and isolated interventions 
towards a more comprehensive, collective and broadscale conceptualisation 
of the boundary-spanning, complementary and interlinked effects of devel- 
opment work across the domains of health and social development. 
Available evidence indicates the potential of social protection for alle- 
viating structural drivers of HIV risk, including poverty and unemploy- 
ment, gender inequalities and social stigma and marginalisation. If social 
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protection is to be effective for children and adolescents, it must be both 
HIV-inclusive and responsive to their developmental and contextual needs 
(Delany-Moretlwe et al., 2015; Pettifor et al., 2015). A key area for further 
inquiry is improving our understandings of how different combinations of 
social protection programmes can have the most impact for the prevention 
of new HIV infections as well as ‘positive prevention’ among adolescents 
living with HIV. 

Global strategies such as the Fast Track targets and policy directives such 
as the Sustainable Development Goals offer a breadth of opportunity for 
scaling up more holistic forms of social protection. These development 
plans commit governments, donors and bilateral partners to ambitious, 
large-scale improvements in health and social service provision, and they 
are often echoed by the state's own policy provisions and commitments, 
reflected, for instance, in the objectives of South Africa's National Develop- 
ment Plan (National Planning Commission, 2012). 

The literature surveyed in this chapter suggests that different forms of 
social protection can support improved ART adherence and reduce risky 
sexual practices among adolescents living with HIV. This is promising in 
achieving the dual objectives of keeping young people living with HIV 
healthy while reducing the risk of onward transmission. However, the poten- 
tial pathways through which different types of social protection succeed for 
these adolescents requires further, careful elucidation. For policy and pro- 
gramming, questions about which forms of social protection offer the great- 
est benefit (and calculations of their cost-effectiveness) are pressing. Further 
research is urgently needed to address these questions. As a large cohort 
of HIV-affected children in sub-Saharan Africa reaches adolescence, social 
protection that improves the resilience of young people is also needed, par- 
ticularly a combination of social protection which includes ‘capabilities’ (or 
skills building) components in addition to 'cash' and 'care' provisions. 

While cash transfers have received much attention, this chapter argues 
for greater focus on care and capability interventions, either alone or in 
combination. Here, novel combinations of biomedical and social interven- 
tions that factor behavioural alongside structural, psychosocial and bio- 
medical responses are a new direction in HIV research (Coates, Richter & 
Caceres, 2008), as seen in the DREAMS initiative (Gittings et al., 2016; PEP- 
FAR, 2015). However, questions of scalability, flexibility and sustainability of 
such interventions remain (Delany-Moretlwe et al., 2015). Ensuring reach 
and uptake for the most vulnerable will be integral to ensuring that no 
child or adolescent is left behind in the future HIV response. 

In conclusion, social protection's potential to address structural drivers 
of vulnerabilities places such provisions in a unique position to address 
multiple health outcomes for adolescents living with HIV in ESA. Addi- 
tional empirical and programmatic evidence is needed to explore which 
combinations are most effective for different sub-groups of adolescents, 
including for highly vulnerable key populations which face additional struc- 
tural and socio-legal barriers to accessing services. Such evidence should be 
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complemented by rigorous cost-effectiveness analyses to support informed 
decision-making on which provisions are likely to have the highest return 
on investment, and an adaptive approach that matches social protection 
provisions to the profile and needs of each subgroup, shifting from care 
plus cash to care plus cash plus capability combinations, as children and 
adolescents living with HIV become older and aspire for a future in which 
they are not just surviving, but thriving. 


Note 


1 HIV-specific social protection is tailored specifically to HIV services, whereas HIV- 
inclusive social protection includes but is not limited specifically to HIV. For this 
reason, HIV-specific social protection can be stigmatizing. 
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12 Progress and challenges with 
comprehensive sexuality 
education 


What does this mean for HIV 
prevention in the ESA region? 


Patricia Machawira, Chris Castle and 
Joanna Herat 


Introduction 


The Eastern and Southern Africa (ESA) region has 158 million young peo- 
ple aged 10-24, accounting for nearly 30% of the global population. This 
number is expected to rise to 281 million by 2050 (UNESCO, UNFPA and 
UNAIDS, 2016; AFIDEP and UNFPA, 2015). Unfortunately, a majority of 
these young people are facing significant sexual and reproductive health 
challenges. According to UNAIDS estimates (2016), less than 50% of young 
people demonstrate accurate knowledge about HIV prevention and trans- 
mission. Many studies emphasize that young adolescent girls in the region 
have very little knowledge about their sexual and reproductive health, in 
part due to social and cultural taboos against informing girls (and boys) 
about the changes to their bodies and relations as they mature. They are 
particularly at risk, not only for HIV but also early and unintended pregnan- 
cies (EUP), sexually transmitted infections (STIs), gender-based violence 
(GBV) and child marriage. Further research has shown that adolescent 
girls (15-19 years) in the sub-Saharan African region experience the high- 
est rates of pregnancy in the world (UNFPA, 2013), often unintended, and 
largely because sex, marriage and pregnancy are often not consensual for 
them due to persisting gender-discriminatory norms and limited knowl- 
edge related to their sexuality. 

Ensuring access to information and education on sexual health, power 
relations and gender norms is an essential component to address those 
issues. The shift from traditional forms of communication and learning 
within the extended family to a reliance on a mixture of family, school, 
peers and media has left an apparent gap in education that is relevant to 
young people in today’s world in this region. The fear-based HIV preven- 
tion messages of the 1990s and 2000s have been shown to have little or 
no impact on the way that young people navigate their transition to adult- 
hood, including their relationships. And in line with shifts in educational 
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philosophy worldwide that prioritize the building of skills and critical think- 
ing, education about health and HIV has undergone significant rethinking. 

Comprehensive sexuality education (CSE) is the result of this process 
and empowers young people to make informed decisions about relation- 
ships and sexuality. Well-delivered CSE provides education about human 
rights, gender equality, relationships, reproduction, sexual behaviours, 
risks and prevention of ill health. 

The newly revised UN International Technical Guidance on Sexual- 
ity Education defines CSE as a curriculum-based process of teaching and 
learning about the cognitive, emotional, physical and social aspects of 
sexuality (UNESCO, 2018a). It aims to equip children and young people 
with the knowledge, skills, attitudes and values that will empower them to 
realize their health, well-being and dignity; develop respectful social and 
sexual relationships; consider the well-being of others who are affected by 
their choices; and understand and ensure the protection of their rights 
throughout their lives. This definition of CSE stems from a human rights 
and empowerment-based approach essential to address sexual and repro- 
ductive health issues as well as gender inequality in ESA. It reflects develop- 
ment in the field, for example by integrating key structural issues of gender 
and power, which tend to be avoided in other definitions in the literature 
(Haberland, 2015). 

Given the need for young people to realize their health in sexual rela- 
tionships, this chapter will provide an overview on the evolution of sexu- 
ality education in the ESA region and assess the effectiveness of the CSE 
programmes on behavioural and biological indicators, notably with regards 
to HIV prevention, and their potential to bring broader social change. The 
chapter will end with the challenges raised by the scale-up of these pro- 
grammes and a summary of the lessons learnt from implementing CSE pro- 
grammes in ESA region. 


History of CSE in the ESA region 


From LSE to CSE 


Since the early 1990s, ESA countries have been implementing life skills edu- 
cation (LSE) programmes supported by development partners, mostly as a 
response to HIV. The programmes did not have acommon definition of life 
skills but rather included a range of generic personal, interpersonal, cogni- 
tive and psychosocial skills and knowledge. Similarly, the content, level of 
application and terminology used varied from country to country accord- 
ing to priorities and context. 

The 2012 Global Evaluation of LSE Programmes found that in general 
LSE was relevant to national priorities and the lives of learners (UNICEF, 
2012). However, while coverage was growing through integration into 
school curricula, implementation was a challenge. LSE was often squeezed 
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out because of teacher shortages, overcrowded curricula, limited teaching 
material and the focus on traditional examinations. In addition, there were 
few opportunities for meaningful and systematic participation of learners’ 
voices in designing interventions that take into account varying contexts, 
needs and interests. Most importantly, life skills prevention education was 
often sub-optimal because it failed to explore intersections between gender, 
sex and social relationships. Further, the content and delivery of LSE was 
restricted in its capacity to move beyond knowledge and into the devel- 
opment of psychosocial skills, attitudes and behaviours. The result is that 
many young people grow into adolescence and adulthood without the basic 
capabilities needed to access and utilize SRH services in an appropriate way. 

Following the insights into the shortcomings of the LSE programmes, 
there was general realization that in their current form, the programmes 
had failed to equip young people with the adequate life skills (and at times 
basic knowledge) to enable appropriate decisions on sexual health and 
encourage more positive sexual behaviours. The weaknesses inherent in 
the current approach shifted the momentum towards a closer analysis of 
the role of sexuality education in promoting the well-being of adolescents 
with later agreements affirming the interrelations between sexual and 
reproductive health, gender equality and human rights (Haberland, 2015). 
Notably, the 1994 International Conference on Population and Develop- 
ment is seen as a key signpost for the introduction of this shift towards 
sexuality education and CSE. 

This was strengthened by the 2009 introduction of the UN International 
Technical Guidance on Sexuality Education. For most countries, this doc- 
ument instigated a second generation of CSE programmes which often 
built on existing programmes and content. Some CSE topics are present 
in most school curriculums and there is a large overlap between CSE and 
LSE, dependent on each country context and the thematic areas of its LSE 
programme. Thus, the current programmes evolved from the strengthen- 
ing of already existing LSE programmes through the enhancement of CSE 
content. 

One of the major challenges has been to define sexuality education, par- 
ticularly because the key elements stemmed from the different terminolo- 
gies used across national policies and curricula. While CSE is the globally 
recognized term, in ESA and elsewhere the terminology varies. It is also 
known as prevention education, relationships and sexuality education, 
SRH education, population and family life education, life skills education, 
healthy lifestyles and the basics of life safety and so on. The differences 
of terminology have been accompanied with varying approaches, leading 
sometimes to a weakening of the CSE’s contribution to the human rights— 
based agenda and the empowerment basis it is grounded on (UNESCO, 
2017). 

An internationally recognized guidance based on research and best 
practices to guide both essential content and methodology has been 
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co-developed by UNESCO and other UN partners to serve as an educa- 
tional resource, assisting decision-makers and programme designers in the 
conception of CSE curriculum. Many programmes in this region have used 
this guidance to inform the revision of their national curricula, and the 
publication of the revised edition in early 2018 offers an opportunity to 
review and strengthen these programmes. The revised International Tech- 
nical Guidance on Sexuality Education recommends concepts and learning 
objectives that are logically staged, starting with developmentally appro- 
priate concepts for younger children and building up to more complex 
concepts, information and activities for older children (UNESCO, 2018a). 
This ensures that when properly sequenced, CSE is in line with the age and 
cognitive abilities of learners with the following key eight concepts which 
are further delineated into three domains of learning knowledge, attitudes 
and skills: 


Relationships 

Values, rights, culture and sexuality 
Understanding gender 

Violence and staying safe 

Skills for health and well-being 

The human body and development 

Sexuality and sexual behaviour 

Sexual and reproductive health and HIV risk. 


oo I O> Su > Oo FO — 


Each concept presents the opportunity to address different topics; for 
example, ‘relationships’ includes the topics of families, friendship, love and 
romantic relationships, tolerance and respect, long-term commitment to 
marriage, and parenting. Given that the SRH needs of young people vary 
among countries — and even communities — and that countries are gov- 
erned by different laws and policies, topics and learning objectives should 
be adjusted to the context in which they are provided and based on avail- 
able local, national and international evidence. 


The ESA Ministerial Commitment: a tipping point for CSE 


The endorsement of the ESA Ministerial Commitment by the region’s lead- 
ership on 7 December 2013 has ushered in a strong movement in support 
of CSE. The ESA Commitment meant that the political will to ensure access 
to CSE has been affirmed at the highest decision-making level, explicitly 
prioritizing ‘ensuring access to good quality, comprehensive, life skills- 
based HIV and sexuality education and youth-friendly sexual and reproduc- 
tive health services for all adolescents and young people’ (UNESCO, 2013). 
The ESA Commitment put the spotlight on young people and promoted 
intersectoral collaboration while rallying partners around four key results 
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for adolescents and young people: reducing HIV infection, reducing early 
and unintended pregnancy, reducing gender-based violence and eliminat- 
ing child marriage. 

Seven years after its endorsement, the ESA Commitment is seen as a key 
driver with regards to scaling up CSE. The political momentum provided by 
the ESA commitment has led many governments to scale up delivery of CSE 
within the formal school curriculum, such that by the end of 2015, 14 out 
of 20 ESA countries reported providing CSE in 40% of schools, and all 20 
countries declared having in-service teacher training programmes on CSE 
(UNESCO, UNFPA and UNAIDS, 2016). 

Positive impacts of the ESA Commitment include providing a policy 
framework with set short- and long-term targets to facilitate the scale-up 
of CSE and helping to fast-track the process of strengthening CSE in exist- 
ing policies, strategies and programs. It has also facilitated the strengthen- 
ing of the collaboration between the Ministry of Education and Ministry 
of Health in the planning and delivery of CSE, improving collaboration 
between governmental and non-governmental stakeholders and mobiliz- 
ing donors around a common agenda. The requirements for countries to 
periodically report on progress on the ESA Commitment targets, thus sub- 
jecting them to peer evaluation, has added impetus and consistency to the 
implementation of CSE. Similarly, the inclusion of CSE in other regional 
policy and technical guidance documents has provided a framework for 
country investments. 

Most ESA countries are now embracing the concept of CSE and are 
engaged in strengthening its implementation at national level. In this 
regard, more attention has been given to review of national curricula to 
integrate CSE and scale-up of effective teacher training and investment in 
monitoring systems together with engagement of parents and communi- 
ties. In concert with national governments and civil society, development 
partners (including the UNAIDS Joint Programme) are supporting coun- 
tries in their efforts to develop curricula that reflects the country context 
and that will have a direct, beneficial impact on the HIV response and more 
widely on adolescent and young people’s health. 

While ESA has seen an increase in the provision of CSE in the curriculum, 
issues of quality become important. In 2015, UNESCO commissioned a five- 
country study to assess the quality of CSE curricula and delivery (Uganda, 
Zambia, Lesotho, Malawi, Namibia). The review used an in-depth assess- 
ment tool, the Sexuality Education Review and Assessment Tool (SERAT), 
completed with key stakeholders. SERAT results (see Figure 12.1) across all 
five countries revealed moderate to strong curriculum content for the 9-18 
age range, and weak to no content for the 5-8 age range, with the excep- 
tion of Malawi. In Lesotho, Uganda and Zambia, CSE is offered from age 
10 onwards, and there is no CSE curriculum developed for the younger age 
group (5-8 years). 
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Figure 12.1 Average score of comprehensiveness of content in the CSE curriculum 
by age group 


Analysis of effectiveness 


CSE: an effective approach? 


Whilst the rationale for delivering CSE to children and young people is 
partly situated within a rights-based framework, recognizing the right to 
a quality education and the right to information and education about 
SRH, the need for clear evidence on the effectiveness of CSE is none- 
theless critical. Through two major reviews of evidence commissioned by 
UNESCO and conducted by independent experts, it is possible to under- 
stand the impact of sexuality education on some health-related outcomes 
(sexual behaviour, unintended pregnancy) as well as outcomes such as 
knowledge and attitudes, which are a pre-condition for healthy behav- 
iours. These two reviews have considered the results of more than 150 
studies from countries in the global north and the global south, includ- 
ing in sub-Saharan Africa (UNESCO, 2009, 2018c). The authors sought 
systematic reviews that included school-based CSE programmes (N= 77). 
Many of the reviews also included non-school-based programmes (in 
clinics or communities), and in some cases they performed direct com- 
parisons between school-based and non-school-based programmes. The 
authors also sought systematic reviews that included at least some RCTs 
but often also included non-RCTs, case-control studies, before-after stud- 
ies and cross-sectional surveys (N= 65). 
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Based on this evidence, curriculum-based sexuality education pro- 
grammes are likely to contribute to the following outcomes: 


Delayed initiation of sexual intercourse (Guse et al., 2012) 

Decreased frequency of sexual intercourse 

Decreased unintended pregnancy 

Decreased number of sexual partners 

Reduced STIs 

Reduced risk-taking: increased use of condoms (Fonner et al., 2014) 
and increased use of contraception. 


The evidence reviewed in 2018 also demonstrates that sexuality education 
leads to increased knowledge about different aspects of sexuality and behav- 
iours, including risks of pregnancy and HIV and other STIs (Guse et al., 
2012). Sexuality education is also strongly correlated with improved attitudes 
related to sexual and reproductive health, as shown for instance in a system- 
atic review of the school programmes in Nigeria (Amaugo et al., 2014). 
More generally, the evidence from sub-Saharan Africa has shown that the 
implementation of sexuality education has led to significant improvements 
in HIV-related knowledge and to delayed sexual debut (Ross et al., 2007). 
In Kenya, there was a significant positive difference in condom use between 
the intervention and control groups in the follow-up of a national primary 
school HIV intervention (Maticka-Tyndale, Wildish and Gichuru, 2010). 
Combining education with the provision of health services has shown posi- 
tive effects on unintended pregnancy rates (Mavedzenge et al., 2011; Hin- 
din et al., 2016) and/or delayed sexual debut. This approach highlights 
the importance of adopting an intersectoral efforts and recognizing that 
the mobilization of community and the provision of youth-friendly services 
alongside any school-based programme may be key drivers of its success. 
In addition, CSE programmes have shown in some instances to be more 
effective than programmes only aiming at delaying sexual initiation after mar- 
riage on moral and/or public health grounds (Boonstra, 2011). Many stud- 
ies assessing ‘abstinence-only’ programmes showed that this approach fails to 
increase the use of condoms, to avoid risk-taking attitudes or even to delay 
the date of sexual debut (Trenholm et al., 2007; Underhill, Operario and 
Montgomery, 2007). Besides, abstinence-only policies have the potential to 
be harmful for young people by depriving them of the basic information they 
need on HIV and sexuality — a critical issue in sub-Saharan Africa, where most 
young people have sex before the age of 18 (Amo-Adjei and Tuoyire, 2018). 


The scope for improvement of CSE programmes 


Despite the positive results of the implementation of CSE in the ESA region 
and worldwide, these conclusions must be nuanced. First, the outcomes 
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observed on CSE are usually only slightly positive, and the quality and fidel- 
ity of the implementation play major roles here. Moreover, a third of the 
CSE programmes still have limited effect on the attitudes and behaviours 
of the targeted learners. Another challenge resides in the fact that it is still 
not possible to draw direct causal pathways between the delivery of sexual- 
ity education and biological outcomes such as reduced HIV/STIs or EUP. 
This is partly a result of the limited number of high-quality longitudinal 
trials and partly because of the range of confounding factors which are criti- 
cal to HIV prevention efforts, such as the availability of services (including 
condoms), and the wider structural and behavioural factors which reduce 
agency or increase vulnerability. Hence, most of the studies only measure 
behavioural changes because this is easier and less costly, even if biological 
indicators are the better way to assess the effectiveness of CSE programmes. 

CSE is a privileged means to create a shift in young people's minds to 
reach gender equality and enable them to empower themselves (Boonstra, 
2011). Indeed, CSE programmes grounded on an empowerment-based 
approach, thus highlighting gender and power in their curricula, have 
shown noteworthy results. For instance, a three-year study conducted in jun- 
ior secondary high schools in the Lagos State of Nigeria assessed the impact 
of the ‘Family Life and HIV Education’ curriculum delivered to young peo- 
ple. The curriculum covered subjects such as human sexual development 
and sexual health, skills for negotiating personal and intimate relation- 
ships, and gender-equitable attitudes. At the end of the study, young peo- 
ple presented greater knowledge of SRH, expression of gender-equitable 
attitudes, confidence about saying no to pressures to have sex and (among 
boys) a commitment not to pressure girls to engage in sex (Action Health 
Incorporated, 2010). Other studies in Nigeria and elsewhere showed how 
gendersensitive programmes lead to the development of gender-equal and 
peaceful relationships (Madunagu, 2003; Verma et al., 2008). 

Furthermore, there is increasing evidence that emphasizing gender and 
power in CSE programmes is more efficient in impacting positively on atti- 
tudinal and biological outcomes (i.e. decreasing rates of STDs and EUP). 
For instance, in recent literature, gender is referred to as ‘a gateway to SRH 
outcomes' (Haberland, 2010; Middlestadt et al., 2012). Unfortunately, CSE 
and LSE programmes in the ESA region are still not emphasizing these 
issues enough, and a review of the literature on gender and CSE in South 
Africa has also shown that Life Orientation programmes can even rein- 
force gendered power relations because of persistent punitive, paternalistic 
approaches to young people's sexuality, among many other reasons (Shefer 
and Macleod, 2015). 

CSE has the potential to be a catalyst for social change and to enhance 
non-violent relationships, based on respect between young people and con- 
trol over their own lives and bodies. The Stepping Stones life skills pro- 
grammes in South Africa and The Gambia are striking examples of effective 


Progress and challenges 269 


sexuality education. In the two-year period after the intervention, boys and 
men shifted attitudes and were less engaged in violent behaviours: fewer 
were involved in incidents of intimate partner violence (Dunkle et al., 
2006), rape (Jewkes et al., 2006) and transactional sex (Dunkle et al., 2007). 


Strategies for scale-up 


Scale-up of CSE in the ESA region 


In view of the challenges and HIV and SRH-related issues faced by youth in 
the ESA region, it is critical that countries pursue efforts in the light of the 
ESA commitment to scale-up CSE. In 2016, only 10 in 21 countries of the 
region had coordination mechanisms, work plans and mobilized resources 
for implementation (UNESCO, UNFPA and UNAIDS, 2016). 

UNESCO identifies the three following aspects to ensure an effective 
scale-up, notably based on evidence and successful strategies (Fonner et al., 
2014; Haberland and Rogow, 2015): 


° The creation of an enabling environment for the implementation of CSE pro- 
grammes, with a conducive legal and policy environment, a strong lead- 
ership and a costed scale-up plan. 

° Decisions on the different technical considerations that will affect the scale-up, 
such as the development and contents of a CSE curriculum framework, 
the choice of the CSE delivery model to use, the form of training that 
will be provided to the teachers and an effective M&E system. 

e Addressing factors that affect the delivery of CSE through creating a con- 
ducive and safe physical and psychosocial environment in schools and 
communities with effective parental engagement and linkages to SRH 
services and out-of-school delivery. 


The International Technical Guidance on Sexuality Education (UNESCO, 
2018a) gives the following characteristics of effective CSE programs based 
on a review of various CSE programs from across the world: 


Preparatory phase 


1 Involve experts on human sexuality, behaviour change and related ped- 
agogical theory. 

2 Involve young people, parents/family members and other community 
stakeholders. 

3 Assess the social SRH needs and behaviours of children and young peo- 
ple targeted by the programme, based on their evolving capacities. 

4 Assess the resources (human, time and financial) available to develop 
and implement the curricula. 
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Content development 


5 Focus on clear goals, outcomes and key learnings to determine the con- 

tent, approach and activities. 

6 Cover topics in a logical sequence. 

7 Design activities that are contextoriented and promote critical 

thinking. 

Address consent and life skills. 

9 Provide scientifically accurate information about HIV and AIDS and 
other STIs, pregnancy prevention, early and unintended pregnancy 
and the effectiveness and availability of different methods of protection. 

10 Address how biological experiences, gender and cultural norms affect 
the way children and young people experience and navigate their sexu- 
ality and their SRH in general. 

1l Address specific risk and protective factors that affect particular sexual 
behaviours. 

12 Address how to manage specific situations that might lead to HIV 
infection, other STIs, unwanted or unprotected sexual intercourse or 
violence. 

13 Address individual attitudes and peer norms concerning condoms and 
the full range of contraceptives. 

14 Provide information about what services are available to address the 
health needs of children and young people, especially their SRH needs. 


[oo] 


Challenges for scaling up CSE in the ESA region 


In understanding the gap between existing data on HIV knowledge lev- 
els and the persistently high rates of new HIV infections, it is necessary to 
examine in depth the quality of education as well as the domestic struc- 
tures within which sexuality education is being housed. Many countries in 
the region face systemic challenges in delivering a quality education to all 
learners, including maths, literacy, science and other traditionally ‘core’ 
subjects. Sexuality education is subject to the same stresses as these other 
subjects: a high ratio of learners to teachers, weak programmes for teacher 
training and support, very limited teaching and learning resources and a 
persistence of traditional pedagogical approaches that prioritize a ‘chalk 
and talk’ approach over the active participation of learners (UNESCO, 
2012; UNFPA, 2012). Hence, young people lack the favourable environ- 
ment to cultivate critical thinking and the necessary skills to empower 
themselves and become confident citizens. This environment is however 
vital to achieve gender equality (Pettersson, 2014). 

Teachers are at the core of catalytic actions in the scale-up of CSE. Govern- 
ments and stakeholders need to emphasize the importance of the continu- 
ous training of teachers and to provide the adequate means to enable them 
to adapt to the requirements of teaching CSE. This includes the capacity to 
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provide an interactive pedagogy, the confidence to talk about sexuality and 
the ability to create a healthy and respectful environment in the classroom. 
Then, major investments are needed in the provision of quality and suffi- 
cient teaching and learning materials for all schools. 

The ESA region has seen relative success with reaching young people in 
the school system. However, achieving universal access to good-quality CSE 
will require specific strategies for reaching marginalized young people who 
are out of school. Evidence shows that the vulnerability of youth increases 
when they exit school upon completion or due to dropout (World Bank, 
2015). In many countries, the dropout rate is especially high between pri- 
mary and secondary levels, which is also often just at time of, or just after, 
sexual initiation (UNESCO, 2012). This means that even if CSE is scaled 
up nationally through formal education, a large number of young people 
will not access it (World Bank, 2015). For those who are in school, infor- 
mal and non-formal sexuality education is important to reinforce and even 
go further than what is provided in the classroom. Thus, there is a need 
for an out-of-school CSE delivery strategy that uses the CSE curriculum or 
similar content used in schools to ensure continuity from school to out-of- 
school CSE provision (UNESCO, 2018b). This will be an important next 
step to reach young people living with disabilities or with HIV, those living 
in extreme poverty, those with higher HIV risk or teenage mothers. In the 
case of the latter, despite policies to the contrary, many schools in coun- 
tries in the ESA region still adopt a punitive approach and exclude young 
mothers from school as soon as they get pregnant (UNESCO, UNFPA and 
UNAIDS, 2016). 

Finally, cultural and religious conservatism often weakens expansion 
of CSE, and a major challenge resides in the overcoming of these resist- 
ances. In general, public discussions around sex and sexuality are highly 
sensitive, and parents as well as community leaders still fear that talking 
about sexuality will lead to earlier sexual debut or an increased number of 
sexual partners among young people (Barboza, 1993). The case of Nigeria 
is a remarkable example of how to address these issues through effective 
action. Stakeholders were reluctant to implement CSE, and policy-makers 
created early advisory and advocacy committees to facilitate the dialogue 
with and to inform key CSE stakeholders: community and religious lead- 
ers, school administrators and representatives of teacher unions and par- 
ents associations. Moreover, the model was adaptive to social and cultural 
characteristics of different federal states, and strategic changes of names 
of curriculum were made. For example, in the Sokoto State the name of 
the curriculum was changed from ‘Family Life and HIV/AIDS Education’ 
to ‘School Health Education Program’. The scale-up had relative success, 
despite compromises and the fact that Islamic schools are still less likely to 
provide CSE than Christian schools (Huaynoca et al., 2013). 

To deal with opposition, countries need to build community support by 
strategically choosing the issues to address, framing their work with care, 
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having sensitive content vetted and actively reaching out to all stakehold- 
ers to explain what they were doing. A second key element is to deal with 
backlash by using supportive media persons as intermediaries, arranging for 
journalists to visit the schools and see for themselves what was going on, and 
organizing information-sharing discussion sessions. 


Lessons learnt from implementing CSE programmes in the 
ESA region 


1 


Nationwide coverage of CSE is impossible without government leader- 
ship and ownership. For CSE expansion to be effective and sustainable, 
it must be integrated into existing systems and become part of the core 
business of a ministry of education. As such, this requires changes to 
policy, laws and budgets, which is impossible without high-level com- 
mitment and leadership. High-level leadership and ownership contrib- 
ute to changing the environment in which CSE is offered and provide 
a mandate and justification to teachers and other implementers to pro- 
vide CSE. They can also contribute to making the provision of CSE 
(and HIV-SRH services) acceptable to gatekeepers. 

If CSE is to be effectively expanded, it requires integration of M&E 
into existing ministry systems. At the national level, tools such as the 
Annual School Census (ASC) and analysis by the Education Manage- 
ment Information System (EMIS) should include CSE components 
and, therefore, data collection forms and M&E training may need to 
be amended to reflect these additions. Such indicators, if introduced 
via the EMIS, can help countries track CSE delivery and enable policy 
and programmes to be adapted as needed. 

To ensure full support for CSE, there is need to engage with key gate- 
keepers, at the state and community level, to garner their support in 
the creation of a conducive environment for CSE. Parents can play an 
important role in communicating with their children about sexual- 
ity, relationships and well-being. Studies have repeatedly shown that 
favourable parental attitudes influence children’s attitudes. Parents and 
families play a key role in shaping attitudes, norms and values related to 
gender roles, sexuality and the status of adolescents and young people 
in the community (Svanemyr et al., 2015). 

The respect of human rights needs to be a priority for countries which 
provide CSE to ensure an equal and safe access for all. This means, 
for instance, that countries should foreclose any punitive, criminalizing 
laws or policies regarding sexual orientation, consensual sex among 
minors or teenage pregnancy, and any other policy that would violate 
the basic human rights essential to CSE successful delivery. 

Despite all countries in ESA now heading towards implementation of 
CSE, a number of ongoing challenges remain with some of the CSE 
curricula. The lack of appropriate attention to gender norms and roles 


Progress and challenges 273 


as well as power relations in CSE curricula represents a stark disconnect 
from the reality for most adolescent girls and young women. In addi- 
tion, curricula are often missing essential content, especially around 
pregnancy prevention and gender. 

6 ‘Teacher training remains a weak point in most sexuality education 
programmes. Developing and updating training curricula and support- 
ing teachers to examine their own values and biases remains a prior- 
ity. The quality of CSE delivered to young people depends ultimately 
upon teachers’ knowledge, confidence and skill to deliver the subject. 
Teachers must be adequately trained in the subject matter and in more 
participatory pedagogical approaches. Teachers frequently focused 
on knowledge rather than skills and used didactic methods rather 
than engaging pupils through participatory approaches. Increasingly, 
teacher-training programmes in the region are now focusing on exam- 
ining personal attitudes and values to improve comfort and confidence 
as well as the content and teaching skills required. 

7 While the ESA Commitment has increased inter-sectoral collabora- 
tion, more must be done to ensure that adolescents and young people 
receiving CSE have access to youth-friendly health services. Having the 
knowledge, attitudes and skills to make healthy decisions is insufficient 
without access to services and commodities. Too often, young people 
access services when it is too late, in part because of fear, discomfort, 
embarrassment and gatekeeper disapproval. The education sector has 
a role to play in improving linkages between schools and healthcare 
facilities, including through providing referrals. 


Conclusion 


Comprehensive sexuality education, if well implemented, has the poten- 
tial to address many issues related to HIV and SHR faced by young people 
in the ESA region. ESA commitment has been a great boost to the CSE 
agenda in the ESA region and it can become a foundation for ensuring 
political engagement in different public health issues. Many ESA countries 
have embraced the concept of CSE and are supporting its implementation, 
which is vital to reduction of HIV rates in the region. However, most country 
policies and sociocultural environments are still not sufficiently capacitated 
to reach these goals, and the path will be long before a comprehensive, 
empowerment-based sexuality education can be provided to all young peo- 
ple in and out of school. Emphasizing gender is pivotal to this achievement, 
as evidence has shown, and further investigation needs to be undertaken 
to assess the interrelations between CSE, gender equality and human rights 
and their impact on the health and well-being of young people. 

To achieve effective and widespread delivery, advocacy and information- 
building on CSE must be continuous, and the furthering of the scientific 
literature on CSE plays a major role here, as it is the base of any plausible 
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advocacy. Future research is required to answer some unexplored ques- 
tions, such as the factors affecting the successful transfer of knowledge and 
values within the classroom and why stubborn gaps remain between teach- 
ers’ generally high knowledge levels on HIV/AIDS and low levels of student 
knowledge on HIV. 

Another key area for assessment are the specific components to prioritize 
for ensuring effective CSE delivery, acknowledging that a comprehensive 
curriculum review is not always due to a lack of time and resources. Lastly, 
more inquiry is needed on how to reach the most vulnerable young people, 
especially marginalized young people outside of educational settings, and 
to ensure the quality and relevance of sexuality education to their lives and 
needs. 
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Introduction 


A growing body of literature discusses social and behavioral approaches to 
HIV prevention. In a recent literature review of adolescent-focused HIV 
prevention research by Pettifor et al., (2018), the authors noted the need 
for combining HIV prevention strategies addressing individual, dyadic 
(peer/partner/parent), community (e.g. school environment), and soci- 
etal-level risk and protective factors. In a systematic review of programs for 
HIV prevention among youth in sub-Saharan Africa, Harrison et al., (2010) 
concluded there should be emphasis on social risk factors for HIV, includ- 
ing gender, poverty, and alcohol, adding that future programs should work 
to change social norms and target structural factors contributing to HIV 
infection among adolescents. In 2008, Coates et al., called on the behav- 
ioral science community to better inform promising cognitive-behavioral, 
persuasive communications, and peer education approaches with theoreti- 
cal frameworks. More recently, Govender et al., (2018) reviewed key chal- 
lenges for mitigating HIV risk through sexual contact among young people 
in Eastern and Southern Africa (ESA), the region with the highest HIV 
burden. Overall, researchers and practitioners recommend that interven- 
tions focused on adolescents and young people should be developed using 
theoretical frameworks, contain multiple strategies, and comprehensively 
engage different levels of the ecosystem (schools, communities, individuals, 
families). 

This chapter seeks to respond to these findings by outlining a school- 
based social and behavioral intervention used in Uganda. An overview 
of the model and its implementation is discussed, with emphasis on the 
importance of understanding enabling factors and barriers when adapting 
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evidence-based HIV prevention approaches to specific contexts. To evalu- 
ate effectiveness of the project, the chapter presents findings from an exter- 
nal longitudinal study comparing intervention and control schools at two 
different times. These outcomes are further contextualized by standardized 
monitoring data collected by World Vision! and critical insights gathered 
from field implementers. 


The model: strengthening school-community accountability 
for girls education 


Previous research has identified attendance, behavior, and course perfor- 
mance (ABC predictors) as powerful indicators of secondary school dropout 
and completion rates. Evidence suggests that using an early warning system 
(EWS) to track these indicators is an effective approach for predicting and 
preventing secondary school dropout in the United States and elsewhere 
(Bruce et al., 2011; Heppen & Bowles Therriault, 2008; Neild, Balfanz & 
Herzog, 2007). This case study documents how the School-Community 
Accountability for Girls Education (SAGE) project in Uganda was designed 
and implemented to deliver a combination (ABC predictors plus EWS) 
school-based HIV prevention project for adolescent girls (AG). SAGE was 
a two-year PEPFAR-funded project (October 1, 2016-March 31, 2019). Its 
main goal was to reduce secondary school dropout and ultimately HIV 
infection among 38,750 AG aged 13-19 in 151 schools across ten districts of 
Uganda (Sembabule, Mubende, Oyam, Mukono, Gomba, Bukomansimbi, 
Lira, Rakai, Mityana, and Gulu). SAGE used an innovative EWS package to 
shift social norms and practices around girls’ education, violence against 
children, reproductive health, and positive discipline. It provided a pack- 
age of activities (detailed herein) to help girls stay in school and sought 
to reduce risks of early marriage, pregnancy, and gender-based violence 
(GBV) as mitigating factors against HIV acquisition. The SAGE model was 
developed using Urie Bronfenbrenner's ecological systems theory (Bron- 
fenbrenner, 1979), in which different levels of the socioecological model 
were addressed during the life of the project (the individual, peers, fami- 
lies and schools at the microsystem, mass media, politics and community 
in the exosystem, and behavior change at the macrosystem). Figure 13.1 is 
adapted from Bronfenbrenner's (1979) conceptualization of the ecology of 
human development. 

The different levels of the socioecological model were further contextual- 
ized for in-school adolescents in Uganda using Susan Sawyer's Life Course 
Perspective on adolescent health interventions. In this model, interventions 
considered that adolescents' health is affected by biological and social role 
changes accompanying puberty, which are shaped by social determinants 
affecüng the uptake of health-related behaviors (Sawyer et al., 2012). Also 
used was the USAID Positive Youth Development (PYD) model (Figure 13.2), 
which organizes interventions around developing adolescents' assets, 
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Figure 13.1 Adaption of Bronfenbrenner's ecological framework for human deve- 
lopment 


agency, and contribution to the project while supporting an enabling envi- 
ronment (USAID, 2019). Fredric H. Jones's Positive Discipline model was 
also incorporated, focusing on replacing corporal punishment in the class- 
room with teachers modeling appropriate behavior and building patterns 
of cooperation between students (Fred Jones Tools for Teaching, 2019). 


SAGE theory of change and implementation framework 


The SAGE theory of change posited that if adolescents at risk of secondary 
school dropout are detected through the EWS; an environment support- 
ing reduced violence and positive gender norms is improved at home, in 
school, and in the community; and life skills interventions are accessible to 
girls, then adolescent girls will have the agency and social support necessary 
to stay in school, be violence-free, be HIV-free, and thrive. 
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Figure 13.2 USAID Positive Youth Development (PYD) Framework 


To respond to the theory of change, the project team developed the EWS 
package, a school-community monitoring and accountability mechanism 
helping girls stay in school by addressing all levels of the socioecological 
model. It involves adolescents, their schools, families, and communities in 
monitoring students’ attendance and taking practical actions to support at- 
risk students to remain in school. Three key functions of the EWS package 
are to (1) predict dropout (using the register); (2) prevent dropout (creat- 
ing an environment where girls are safe and encouraged to learn); and (3) 
return vulnerable girls to school (through home visits and mentoring) (visit 
www.worldvision.org/ dreams for the full endline report). 

The EWS package is an adolescent-led, adult-supported, and evidence- 
based monitoring and accountability mechanism. Building on guidelines 
and lessons learned from the five-year (September 27, 2010-September 29, 
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2015) USAID-funded Asia and Middle East Regional School Dropout 
Prevention Pilot (SDPP) Program in Cambodia, India, Tajikistan, and 
Timor-Leste, the SAGE EWS package identified critical vulnerabilities (e.g. 
economic status, death of one or more parents, parental attitudes towards 
early marriage) and risk factors (attendance patterns, behavior, and course 
performance) (SDPP Impact Evaluation, Creative Associates International, 
and Mathematica Policy Research, 2015). These triggered quick actions at 
the school and community to reduce dropout. World Vision adapted the 
model to the Uganda context (visit www.worldvision.org/dreams for the 
adapted manual) and added the adolescent-led peer educator (PE) inno- 
vation and action body structure known as the Stay in School Committee 
(SISC). 

Using readily available school data and a project-designed register, 
schools track three predictors to identify and intervene with girls at risk 
of dropping out: attendance, behavior, and course performance (ABC). 
When a reduction in students’ performance or attendance or a negative 
trend in classroom behavior occurs, teachers flag the girls for follow-up 
and refer them to the SISC (visit www.worldvision.org/dreamsfinal project 
report for flagging tool and metrics). 

SAGE worked to improve student attendance norms by promoting ado- 
lescent leadership and community action to reduce dropout. PEs (adoles- 
cent girls in each grade chosen by peers by a vote) were trained in GBV 
reduction, sexual and reproductive health, HIV prevention, and safe 
school approaches. Once trained, these adult-supported PEs organized 
training for their peers according to a set plan. Teachers were trained on 
GBV reduction, positive discipline, and safe school practices. Communities 
received mass media and community-based dialogue interventions on girls’ 
education, violence, HIV, and school attendance. Faith communities were 
trained using World Vision’s Channels of Hope, a model that engages faith 
leaders in behavior change through messaging on relevant issues during 
faith-related gatherings. 

The SISC is the main action and accountability body of the EWS package, 
where most decision-makers are AGs. Each school’s SISC consists of 12 to 
15 people: six AG PEs and one teacher, older girl, older boy, mother, father, 
faith leader, head teacher, and school administrator. Once a girl has been 
flagged, her case is referred to the SISC, which decides on next steps to 
ensure the girl is supported. The SISC serves as a school-community body 
tackling identified causes of absenteeism and monitoring and supporting 
girls to stay in school through the development and implementation of 
school-community action-oriented work plans. These work plans include 
home visits to the flagged girls, mobilizing support for school fees, and 
addressing safety and health issues as applicable. 

Each SISC is held accountable for interventions on behalf of the most 
vulnerable girls. SISCs decide if a girl needs more support in school, what 
type of support, and if a home visit is needed. The types of support girls 


Using school-based early warning systems 285 


receive include PEs mentoring the girls one on one or in groups, teachers 
providing counseling and mentoring, fellow students organizing contribu- 
tions of items the at-risk girls may lack (sanitary pads, money for meals, 
etc.), finding sponsors for school fees, training to make reusable sanitary 
pads, helping with notes and homework, and visiting homes to intervene 
around GBV, early marriage, or financial issues. 

The selection and training of SISC members allows them to be effec- 
tive advocates for AGs. Home visits are conducted by respected members 
of the community serving on the SISCs, trained on the issues that sur 
round dropouts in this context. Visits usually consist of a meeting with the 
girl, her family member, and/or village elders. SISC members discuss the 
importance of girls’ education and social issues. For example, the SISC 
may explain why early marriage is harmful and advocate for the girl to 
return to school. Often, a SISC member takes the girl back to the school 
the same day. 

The project supported uptake of the EWS, fostered functionality of SISCs, 
empowered PEs, engaged communities, and helped ensure vulnerable AGs 
were linked to comprehensive sexual and reproductive health (SRH), HIV, 
and GBV services. To engage communities beyond the SISC, World Vision 
trains faith leaders in GBV issues using the Channels of Hope for Gen- 
der curriculum (refer to the final project report at www.worldvision.org/ 
dreams for an in-depth description of each project activity). 


Data (SAGE baseline and endline) 


Previous research indicates school attendance serves as a protective factor 
against the acquisition of HIV (Stoner et al., 2017). Thus the main objec- 
tive of this study was to explore the impact of the EWS package in reducing 
school dropout and increasing school retention among AGs ages 15-19 (as 
measured by dropouts averted and girls returned to school). The longitudi- 
nal study was conducted by Dr. Robert Wamala and his research team based 
at Makerere University. It gathered data using cross-sectional baseline 
and endline surveys between 2016 and 2019. The evaluation was meant to 
demonstrate the extent to which the AG-led EWS helps reduce secondary 
school dropout among girls. Cross-sectional baseline and endline surveys 
were conducted for SAGE in 2016 and 2019, respectively. The baseline and 
endline were conducted in ten intervention districts matched with three 
comparison (control) districts: Apac, Kayunga and Masaka. In each of these 
13 districts, five public secondary schools were randomly selected to serve 
as supervision areas (SA) for the monitoring of the project performance. 
Pooled cross-sectional sample surveys conducted at baseline and endline of 
the project assessed the impact of the project. The quantitative data com- 
ponent of the baseline study was based on a lot quality assurance sampling 
(LOAS) of AGs and a multi-stage cluster sample of caregivers as described 
in the subsequent sections. 
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School-based surveys of in-school AGs and community-based surveys of 
caregivers were conducted. The control and intervention districts were 
socio-demographically similar. The following sections provide a detailed 
explanation of the design for each of the topical areas. 


Stated study assumptions 


1 Percentage of AGs with access to HIV prevention interventions; assumed 
to be 50% in the target districts. 

2 Retention of AGs in Senior 4 in target schools was 34% (MoESTS, 
EMIS, 2013). 

3 Percentage of the AGs with comprehensive knowledge about HIV pre- 
vention, care, and treatment; assumed to be 5096. 

4 Percentage of parents or caregivers actively involved in strategies aimed 
at reducing HIV acquisition among AGs and in improving retention of 
their daughters at school; assumed to be 50%. 


Of 151 schools where the program was implemented, this study was con- 
ducted in five intervention schools and five control schools in each selected 
district. In total, there were 1310 participants, 950 participants from inter- 
vention schools and 360 from control schools. In the intervention districts, 
an LOAS sample was selected from each of the randomly selected schools. 
In each school, a list of AGs aged 15-19, organized by class (Senior 1 to 
Senior 6), was generated by teachers. A systematic random sample of 19 
girls was taken from the list. The endline survey was based on a random 
sample of schools, not necessarily those visited at baseline. Since there are 
only three districts in the control arm, a LOAS of 24 AGs was sampled from 
each of the selected schools. Overall, 15 schools and 360 AGs were selected 
from control districts. This increase in sample size from the control 
schools was motivated by the fact that LOAS samples across the interven- 
tion schools were to be pooled and compared with results from a pooled 
LOAS sample across control schools. This comparison assured a minimum 
detectable effect size of 10% (with 80% power and 95% certainty) due to 
SAGE interventions. Effect size is related to each of the indicators found 
in the Tables 13.3, 13.4, and 13.5 with consideration of the study's stated 
assumptions. 

This study's data analysis was done using STATA 13.0 at two stages. First, 
a descriptive summary of participant characteristics was provided through 
frequency distributions and summary statistics, where applicable. A similar 
approach was adopted in describing adolescents based on key indicators. 
Second, differentials in the four key assumptions above between the con- 
trol and intervention areas were investigated using the Pearson chi-square 
test. The test was used to assess differences in distribution of participants 
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Table 13.1 Description for sampling procedure of adolescent girls per district (base- 
line and endline) 


Group # schools Sample size # districts #AG participating # AG participating 


per school in baseline in endline 
Intervention 5 19 10 950 950 
Control 5 24 3 360 360 
TOTAL # AG sample size in control + intervention 1310 


Note: The schools were adopted as the supervision areas in each district. 


Table 13.2 Description for sampling procedure of caretakers per district (baseline 
and endline) 


Group # villages Sample size 8 districts 8 parent/caregiver # parent/caregiver 


per village participating in participating in 
baseline endline 
Intervention 2 21 10 420 420 
Control 4 21 3 252 252 


TOTAL # parent/caregiver sample size in control + intervention 672 


between the control and treatment group. No significant difference in dis- 
tribution of participants at baseline was found with regards to age, class, 
religion and living arrangements. The difference-in-difference (DID) anal- 
ysis shows differentials in project indicators between baseline and endline. 
DID analysis was based on linear regressions. For each indicator, difference 
scores were computed between control and treatment at the baseline and 
then at endline to enable comparisons. These findings are presented in the 
section “Key Findings of the Pre and Post Surveys”. 


Limitations 

One of the key limitations of the study is the lack of adjustment for con- 
founders. The study used a simple DID analysis based on the assumption 
that there would not have been a diffusion of the intervention to the con- 
trol group (i.e. no contamination). The limitation of the study is that it 
did not test for parallel trend assumption. The DID model makes a coun- 
terfactual assumption (parallel trend assumption) that a treatment group 
would grow at the same rate as a control group if there were no interven- 
tion. Another limitation was that there were different sets of participants 
from the baseline to the endline study. Care was taken to ensure distances 
between intervention and control schools, decreasing the likelihood of 
DREAMS programming influencing control schools. Although statistically 
representative, the survey study examined only a small portion of the total 
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project scope. To address this, the authors further contextualize these find- 
ings in later sections of this chapter. 


Household/community-based survey of caregivers 


In each intervention district, a random sample of two villages was selected. 
In each selected village, 21 eligible households were sampled through vil- 
lage segmentation. An eligible household was one with at least one in-school 
AG aged 15-19; only one adult was interviewed in each household. A sim- 
ple random sample of four villages was also taken in the control districts. In 
each selected village, 21 eligible households were sampled through village 
segmentation. The procedure for selecting school-based AGs and commu- 
nity-based caregivers in each of the districts is summarized in Tables 13.1 
and 13.2. 

In total, 672 completed surveys of parents or caregivers were obtained 
from the control and intervention areas. This demonstrates a 100% interview 
completion rate at baseline and endline. Interviews and surveys occurred in 
schools and communities for both AGs and caregivers, respectively. When 
an adolescent or caregiver could not be contacted, a replacement was allo- 
cated to achieve the required sample size. The figure represents an inter- 
view completion rate of 98.5%; this achievement is adequate to provide 
findings from the selected schools. 


Key findings of the pre and post surveys 


Table 13.3 indicates that while there were slight improvements across indi- 
cators at endline, the intervention showed no significant effects. This is 
probably due to the limited length of the intervention. Two indicators that 
showed notable change are AGs who felt safe and protected while traveling 
to school (4.5% increase) and AGs who felt safe and protected in their com- 
munities (1.6% decrease). This seems to demonstrate that school efforts 
to increase safety were effective, while community interventions were not. 
This may also demonstrate increased AG awareness of safety issues in their 
communities as a result of the project’s sensitization efforts. 

Indicators around HIV prevention and transmission in Table 13.4 show 
no significant impact (p< 0.05). This could be because school retention was 
the focus, and not enough emphasis was placed on HIV knowledge. How- 
ever, we see a significant positive effect in the number of AG who took an 
HIV test (10.8% increase), which is known to be a protective factor against 
HIV infection. Similarly, we see a significant positive change in AGs who 
had sexual intercourse and age of sexual debut (with a reduction of 7.2% 
ever having sex and 9.5% fewer having sex before the age of 15). 

Indicators for outcome 3 in Table 13.5 show significant impact. AG who 
experienced school-related gender-based violence (SRGBV) significantly 
decreased at 6 and 12 months by 7% and 5.5%, respectively (p < 0.05). 
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Table 13.6 Outcome 4: Gender norms and school participation 


Indicators Baseline value Endline value Results 


Treat. Cont. Dif. Treat. Cont. Diff. Diff. in diff. p-value 
% value 


Gender norms and school participation 
96 of AG who 46.2% 50.096 -3.8% 38.6% 49.6% -11.0% -7.2% 0.161 
disagree with 
at least three 
harmful 
norms and 
attitudes that 
violate the 
rights of AG 


Note: Assessment is made using single difference-in-difference analysis, where proportions are 
estimated using linear regression; *** p< 0.01; ** p< 0.05; * p< 0.1. 


This demonstrates a correlation between the length of the project and the 
reduction of SRGBV experienced by AG. Similarly, bullying decreased by 
4.3%. Perhaps most significantly, rates of corporal punishment decreased 
at 6 and 12 months by 17.5% and 8.1%, respectively, the gains increasing 
during the project’s presence in schools. 

Table 13.6 shows a decrease of 7.2% of AGs who disagree with at least 
three harmful norms and attitudes that violate their rights. This suggests 
that the normative change interventions attempting to influence attitudes 
about AG education were successful. 


Contextualizing project outcomes 


While the externally commissioned study yields important information 
about the overall project outcomes, SAGE coordinators also collected two 
other sources of data to contextualize these results. First, SAGE conducted 
sustained and systematic monitoring data, tracking participants in all inter- 
vention schools. SAGE produced monitoring data that corroborated results 
from the study (higher improvements in school retention at the end of the 
project). Of the 44,351 AGs supported by the project, 99.7% were retained 
in school. Of those, 2352 were flagged for SISC action and 95% remained in 
school after additional support came from SISC members, PEs, and school 
administration. Through SAGE, 339 girls (14% of those flagged at risk) who 
had already dropped out or were in the process of leaving received home 
visits to their parents/caregivers by adult members of a SISC. Of these at- 
risk girls, only 132 (5.6% of those flagged at risk) dropped out, and 17 of 
them (13% of dropouts) returned to school. In addition, 31,730 AGs have 
been mentored by community role models, 5285 have received life-skills 
training, and 8433 have learned how to make reusable sanitary pads. Also, 
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23,539 have received HIV testing services through the project, and 509 have 
been extensively trained and empowered to serve as PEs on the SISC. 

Second, SAGE coordinators engaged in longitudinal and sustained quali- 
tative data gathering. 

Qualitative methods were employed to collect data from different 
stakeholders, including focus group discussions (FGD) and key inform- 
ant interviews (KII). Participants were chosen from ten selected schools 
and surrounding communities in five intervention districts (Lira, Oyam, 
Mukono, Mubende, & Mityana) using convenience sampling. Respond- 
ent confidentiality was protected by masking traits of individuals or groups 
that could make them identifiable. A total of 13 KIIs were conducted with 
teachers, parents, government officials, schoo] administrators, and other 
key informants using a structured interview guide. Then, 12 FGDs were 
conducted using a FGD checklist with 6-13 AG or parents in each group. 
A total of 81 adolescent girls 13-19 years old enrolled in secondary school 
and 48 parents/caregivers of AG (23 female; 25 male) participated in these 
FGDs. 

These methods were deemed appropriate for collecting both in-depth 
and community information on knowledge, attitudes, and practices in 
addition to expert knowledge on the subject matter under assessment: HIV 
infections among adolescents and secondary school girl child dropout. The 
qualitative data was used to contextualize the quantitative findings from 
World Vision’s university research partner. The information was also used 
to explore whether other sociocultural attributes influenced secondary 
school dropout rates for girls. Responses from the transcribed notes of the 
interviewer/moderator were assigned codes and labels that were used dur- 
ing data analysis. All data collected were analyzed based on content and 
selected topics as stated in the terms of reference. This provided the con- 
tent and thematic analysis for the study (World Vision, 2019). While not the 
focus of the chapter, these qualitative data raised important insights about 
the project that were not considered in the externally conducted study. 


Challenges 


Notable challenges faced during implementation were the lack of condi- 
tional cash transfers for school fees, high levels of GBV in the community 
and schools, and exclusion of boys as direct beneficiaries. These challenges 
were difficult to overcome due to the project’s short length of time for the 
intervention, as building stakeholder buy-in, piloting, and scaling a project 
in 151 schools, and being able to work with the AGs only while school was 
in session did not allow enough time for significant social norms change. 
Once implementation began, it became clear that many AGs dropped 
out of school because they lacked financial resources for school fees. This 
remained a challenge throughout the intervention. While the project team 
expected GBV to be an issue, the baseline results showed that more than 
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70% of AGs had experienced SRGBV, which called for a major course cor- 
rection in programming. Financial and other resources were diverted to 
extensive GBV-reduction training for teachers, school administrators, and 
community dialogues. Efforts to shift perceptions on violence against chil- 
dren was one of the biggest challenges that SAGE faced. SAGE enforced 
policies by training teachers on the risks of corporal punishment and the 
benefits of using positive discipline in the classroom. This showed notable 
incremental positive change in social norms around corporal punishment 
and violence against children (e.g. a decrease of 17.5% in corporal pun- 
ishment over 2.5 years). This incremental shift encouraged other project 
approaches, such as the AG-led EWS and peer-to-peer support structures, 
that enabled PEs to advocate for at-risk girls and for the SISC to act to retain 
them in school. 

More broadly, there remains a disconnect between policy and practice 
concerning use of school attendance rosters. Most SAGE schools had not 
regularly taken roll in the classrooms even though government guidelines 
include this mandate. Teachers often do not understand the economic and 
social drivers or implications of school dropout, particularly for girls. Simi- 
larly, although gender equality is championed at the national level, it is not 
prioritized in homes and communities in much of Uganda. For example, 
the SAGE baseline study showed that only 54% of AGs strongly agree with 
the statement, “Girls and boys have equal opportunity to go to school”, and 
only 56% of parents and caregivers strongly agreed with the statement, “In 
our community, we believe girls should be educated as much as boys”. 

Finally, in Uganda, it is uncommon to directly engage adolescents in the 
implementation of projects. The SAGE project worked within traditional 
family, gender, and leadership norms to sensitize participating schools 
and communities on the importance of AG leadership of the project. 
For instance, maintaining a six-girl majority in the SISC where AGs were 
decision-makers and equal contributors in a group of adults was unconven- 
tional yet instrumental in reaching the target population with the project 
interventions. 


Recommendations and future approaches 


Four key recommendations drawn from the projects are (1) school-based 
projects addressing dropout should include conditional cash transfers for 
AGs who lack resources for school fees, (2) social and behavioral interven- 
tions for AGs should include both interventions for violence reduction and 
HIV prevention, (3) these social and behavioral approaches should engage 
AGs and adolescent boys simultaneously, and (4) ample time should be 
allotted in projects working to change negative social norms around vio- 
lence, education, and health. Qualitative data showed that most AGs in 
the project who were at risk of dropping out, or did drop out, were facing 
an inability to pay for school fees or basic scholastic requirements (World 
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Vision, 2019). Dropping out meant they had a higher likelihood of engag- 
ing in risky sexual behaviors, including relationships with older men who 
were more likely to transmit HIV (World Vision, 2019; Pettifor et al., 2013). 
Girls cited lack of school fees as the catalyst that forced them into high- 
risk situations like sex work, brewing local alcohol, or early marriages. The 
exclusion of boys and young men from activities is a concern that should 
be addressed with urgency. This issue is especially salient in contexts where 
GBV and sexual and reproductive health are strongly associated with HIV 
prevalence in AGs. Our findings show that boys can be supported to be 
advocates against perpetrators of violence; boys can also protect themselves 
from HIV and AIDS, which in turn protects their sexual partners. 

At a systems level, engaging with national and local government leaders 
is recommended to address the gap between national dialogue, policies, 
and practice. SAGE spent considerable time building awareness of the pro- 
ject among national and district government officials and engaging staff 
at health clinics and stakeholders in communities and schools. Without 
these important relationships in place, implementation would have been 
less effective. 

We recommend that adolescents are kept at the core of programmatic 
strategies. AGs were consulted at each stage of design and implementation 
and seen as thought leaders. SAGE sought to give PEs an opportunity to 
grow through life-skills programming, including leadership, communica- 
tion, sexual and reproductive health, HIV prevention and treatment, and 
menstrual hygiene management training. In turn, AGs led other aspects 
of the project, such as mentorship, designing health messages for their 
peers, and conducting trainings for fellow students. Adolescents must be 
empowered to take a central role in their health, trust healthcare providers, 
feel a sense of confidentiality, and be able to access services at convenient 
times. Although health clinics were engaged and sensitized to serve adoles- 
cents, there was not an adequate comprehensive support network, and a 
gap remains with referrals. Schools should collaborate with health facilities 
to provide spaces for adolescents to receive relevant health information, 
responses to their questions, and links to health services. Promisingly, AGs 
have embraced HIV testing services (HTS) and most now know their status 
(see Table 13.4). 

Further research should seek to better understand why girls drop out 
of school. Teachers reported that out of 501 AGs who dropped out, 36% 
(132) had been flagged by the EWS as being at risk. Of those who were not 
flagged, teachers reported that 24% dropped out due to lack of school fees, 
18% dropped out due to pregnancy, 10% changed schools, and 6% got mar- 
ried. AGs who dropped out and who were not flagged by the EWS dropped 
out for reasons that in-school tracking of ABC predictors may not catch, 
such as school fees, pregnancy, and changing schools. 

SAGE demonstrated the feasibility of implementing a social and behavio- 
ral approach to adolescent health promotion that employs a multi-sectoral 
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and combination approach. School-based interventions are recommended 
because young people do not often visit health clinics and are generally 
assumed to be healthy (WHO, 2010). These interventions also have the 
potential to reduce stigma by normalizing HIV testing and counseling and 
creating an environment where adolescents can support one another to 
be tested, adhere to medication, and feel connected to their peers. There 
is great potential in programming that cross-cuts education, gender, and 
health sectors. 


Conclusion 


The adolescent-led EWS is a potentially effective tool to identify AGs at risk 
of dropping out of school and may be successful when scaled up elsewhere 
(including in primary schools) to reduce HIV-related vulnerabilities. In the 
three total sets of data (externally conducted survey, monitoring data, and 
qualitative), the project recommends there is much to be optimistic about 
with the EWS package. 

The project monitoring and qualitative data suggests that the EWS pack- 
age can effectively predict school dropout. The retention rate for the AG 
beneficiaries in the 151 schools was 99.7%, compared with a national rate 
of <70% for girls. This is a remarkable achievement, given that the pro- 
ject did not rely on cash transfers but rather on a combination approach 
of socio-behavioral interventions bridging the school, home, and com- 
munity environments of AGs and supporting them to stay in school. The 
project monitoring and qualitative data indicates that the SAGE model is 
also highly effective at returning girls to school. Nearly all the girls (95%) 
identified by the EWS as being at high risk of dropping out were retained 
in school, including the 17 girls who had already dropped out and returned 
to school following the SISC intervention. Monitoring data and qualitative 
results also implied that tracking all three ABC predictors is important to 
flag all at-risk AGs in different school contexts. While coursework perfor- 
mance had the highest individual predictive value of the ABC predictors 
(75.4%), 37% of cases were identified by two or three indicators, which 
suggested that all three have value. The qualitative data suggests that ABC 
predictors alone are not enough but must be used with a combination pack- 
age of socio-behavioral approaches for schools and communities to reduce 
dropout. 

Given the complexity of the EWS package, it is important to consider 
which of the components have the highest prevention value. Increased 
confidence and empowerment of AGs played a central role in the EWS. 
Further research should examine programming that increases the number 
of AGs trained. Positive discipline training encouraged teachers to refrain 
from corporal punishment. In schools where this was strongly adopted, the 
qualitative data showed improved teacherstudent relationships. Further 
assessment should look at whether student performance and attendance 
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increased in classrooms where teachers practiced positive discipline. Finally, 
qualitative data showed that the model was more successful in schools where 
the head teacher and focal teacher were supportive and engaged and ful- 
filled their project-specific roles. 

The SAGE model appears to be sustainable. Activities were built on 
already existing resources (people who advocate for girl child education, 
ministry activities, existing school programs, etc.). Qualitative data indi- 
cated that the transition of the EWS implementation to government and 
school officials should be completed on a school-by-school basis. This will 
help plan for low-cost continuation of activities, such as linking schools with 
manufacturers of reusable menstrual pad materials, redesigning the EWS 
register so it is more affordable to produce, and encouraging the Ministry 
of Health to include school HTS in their budgets. The SAGE model can be 
replicated in other contexts outside Uganda. We recommend additional 
implementation studies in other contexts. 


Note 


1 World Vision is a Christian humanitarian organization dedicated to working with 
children, families, and their communities worldwide to reach their full potential 
by tackling the causes of poverty and injustice. 
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Conclusion 


Kaymarlin Govender and Nana K. Poku 


The writers of this book have come together to provide critical insights on 
HIV interventions in terms of ‘what works’, why they work and the limitations 
in our knowledge to curb the sexual transmission of HIV among young peo- 
ple across Eastern and Southern Africa (ESA). While the UNAIDS-prescribed 
prevention targets for 2020 are likely to be missed (UNAIDS, 2020), the writ- 
ers of the volume are driven by the collective purpose to move swiftly towards 
ending the HIV pandemic as a public health threat by 2030, if not before. 

As we have noted in preceding chapters, across the region, efforts to miti- 
gate the risk for the acquisition of HIV among young people have produced 
mixed results. This is mostly due to the HIV pandemic being characterised 
by its heterogeneous and dynamic nature, the slow progress in reducing the 
number of new HIV infections and the many factors that are linked with the 
sexual transmission of HIV (see Chapter 1). For several years, adolescent 
girls and young women (AGYW) have been the ‘face’ of ongoing acquisi- 
tion of HIV in the region; young men have been reluctant to seek HIV 
services with AIDS-related deaths increasing; there are also rising rates of 
new HIV infections among young key populations (YKP) with widespread 
prejudice, stigma and human rights violations limiting their access to HIV 
and sexual and reproductive health (SRH) services. 

While new HIV infections are stabilising in some of the hardest-hit coun- 
tries, the rate of new infections is still far too high and the future cost of 
maintaining an ever-expanding pool of people reliant on daily treatment 
for survival is unsustainable. Financial resources to support the increasing 
number of people on antiretroviral treatment (ART) have taken away the 
investments for intensifying prevention efforts in the region’s youthful pop- 
ulation. In addition, the span (and costs) of the Sustainable Development 
Goals (SDGs) have shown that HIV/AIDS is not the only global priority and 
it now has to share the stage with the growing burden of non-communicable 
diseases, re-emerging infections and new public health threats such as the 
coronavirus disease 19 (COVID-19) pandemic. 

Speeding up the reduction of new HIV infections and securing and pro- 
tecting the sexual and reproductive health of young people becomes even 
more of an imperative to avoid these looming future challenges. In the 
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sections below, we draw on some key insights on ‘what works’ in preventing 
the sexual transmission of HIV, discuss gaps in knowledge on the imple- 
mentation of interventions and present some possibilities for sector wide 
HIV prevention programming going forward. 


What works in addressing psychosocial, behavioural and 
structural drivers of HIV risk 


There is currently a wide range of tools that work for the primary preven- 
tion of HIV for different sub-populations, e.g. condoms, voluntary medical 
male circumcision, oral pre-exposure prophylaxis (PrEP), clean needles as 
well as risk reduction information and the promotion of specific behav- 
iours, such as regular HIV testing, information sharing between partners 
about HIV serostatus and the use of HIV viral load monitoring before mak- 
ing decisions about sex and drug-using activities (Hargreaves et al., 2020). 

Even so, the effectiveness of these prevention tools among young people 
in ESA have been limited primarily by the interplay between individual, 
interpersonal, social and structural factors (Govender et al., 2019a). Inter- 
ventions to especially address psychosocial, behavioural and structural driv- 
ers of HIV have not been emphasised in resource allocations and policy 
dialogues in ESA. Reasons include gaps in knowledge on how to improve 
women’s use of HIV prevention tools, obstacles to challenging prevailing 
stigmas (stigma associated with being HIV positive and or having expres- 
sions of different gender or sexual orientation) that are associated with 
poor uptake of prevention services and the difficulties inherent in changing 
cultural norms of masculinity that contribute to unequal gender relations 
and sexual risk behaviours. Furthermore, HIV prevention programming is 
hampered by complexities involved in combining these different types of 
interventions to substantively reduce new HIV infections. Programming is 
also impeded by the failure to address human rights, gender and other 
equity barriers in accessing services. In this section, we draw on some key 
points made by writers in this book regarding evidence on what works in 
primarily reducing the sexual transmission of HIV. 

Gafos and colleagues, in their review of a decade of evidence (see Chap- 
ter 7), discussed the benefits of social and structural interventions that 
address education, poverty and gender equality to mitigate HIV vulner- 
ability among young people in ESA. The case for increasing educational 
enrolment is strong, with evidence suggesting that each additional year 
of schooling reduces the risk of HIV (Barnighausen et al., 2007), par- 
ticularly for young women. Similarly, school attendance and educational 
attainment can impact on future socio-economic status, self-esteem, social 
networks and exposure to HIV prevention education (Jukes et al., 2008). 
Youth poverty can also be a motivator for engaging in risky sex, as has been 
emphasised in the results of a recent phylogenetic study showing age dis- 
parate sexual partnerships between younger women and older men in a 
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HIV hyper-endemic area of South Africa (De Oliveira et al., 2017). Emerg- 
ing evidence on the benefits of interventions to alleviate youth poverty has 
increased the urgency of implementing the UNAIDS fast-track target to 
strengthen national and child social protection polices (UNAIDS, 2018). 

As regards gender-based violence (GBV), research shows that intimate 
partner violence (IPV) — physical, sexual and psychological — increases sus- 
ceptibility to HIV among young women (Durevall and Lindskog, 2015; Jew- 
kes et al., 2010). Even though violence among AGYW is seen as a problem 
that will take generations to change, several GBV interventions have shown 
that it is possible to reduce GBV incidence and improve HIV risk outcomes 
(refer to Chapter 7). 

More generally, while the evidence for psychosocial and structural 
interventions for affecting HIV risk pathways is encouraging, there are 
still significant gaps in our knowledge. We are not clear on exactly how to 
implement structural interventions in an effective manner in specific set- 
tings. Further, mechanisms through which structural interventions operate 
to mitigate HIV risk and acquisition are not necessarily straightforward or 
have sustained effects. For instance, in the case of cash transfers interven- 
tions to improve school attendance, success is dependent on the nature 
(conditional or unconditional cash transfers), scope (type of youth that are 
reached or not reached) and duration of the intervention, including speci- 
fication of HIV and related outcomes. The significance of context is also 
aptly demonstrated in the HPTNO6S study, which showed that providing 
equivalent cash transfers in settings with prevailing high levels of social pro- 
tection (e.g. existing child support grant to poor households, free schooling 
and school feeding programmes) may not be beneficial to HIV outcomes. 
Such interventions will have better effects where there is low social pro- 
tection coverage or low school attendance (Pettifor et al., 2016). Further, 
incentives to keep girls in schools (as measured only through school attend- 
ance) excludes girls who have dropped out of school, those who are preg- 
nant from poor homes (noting that there a few countries in ESA region 
which have policies that encourage girls to re-enter school after birth of 
their children, see Chapter 12), leaving them vulnerable to exploitative 
sexual relationships. 

While efforts to shift gender norms and reduce GBV show some prom- 
ise, outcomes have not been convincing, partly due to the design weak- 
nesses in GBV interventions (lack of standardised measures for gender 
norms, short-term duration of interventions and failure to directly measure 
clinical or biological outcomes (pregnancy, HIV incidence). Even so, the 
entrenched and prevailing gender dynamics that dominate women's lives 
are a huge challenge for HIV prevention efforts. The recent findings of 
the ECHO multi-country study in South Africa, Kenya, Eswatini and Zam- 
bia is a poignant illustration (Evidence for Contraceptive Options and HIV 
Outcomes (ECHO) Trial Consortium, 2019). While the study showed no 
links between use of birth control methods and HIV infection, it sketches a 
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grim picture of our fight against HIV, where young women continue to bear 
the brunt of the epidemic. Despite individualised HIV prevention packages 
provided to all participants during the study, HIV incidence was alarmingly 
high (infection rate of almost 4%). Even when HIV prevention commodi- 
ties like condoms were available, condom use was low, reflecting the strug- 
gles heterosexual women have to go through in convincing their sexual 
partners to use condoms. 

Female-centred approaches are key to HIV prevention and better sexual 
health among young people. This can only be realised if their male sexual 
partners are seen as part of the solution and not just the problem. Mantell 
and colleagues (see Chapter 9) assert that patriarchal norms (physical 
strength, sexual domination over women, independence and emotional 
bluntness) that govern men’s behaviours also drive poor health outcomes 
in men; these norms are developed and institutionalised as boys’ transi- 
tion into adulthood. Men’s use of violence within relationships, sexual 
infidelity and heavy alcohol use have been associated independently with 
GBV and HIV infection (Jewkes et al., 2014). Shifting hegemonic mascu- 
line norms in GBV interventions targeted at young men have produced 
mixed results (see reviews on interventions targeted at young men in 
Chapters 7 and 9). For example, young men who completed the GBV 
Stepping Stones intervention in South Africa (Jewkes et al., 2008) showed 
lower incidence of herpes infection (HSV-2) and related sexual and alco- 
hol use behaviours, while the Regai Dzive Shiri (Zimbabwe) (Cowan et al., 
2010) and the Fataki campaign (Kaufman et al., 2013) showed no effects 
for shifting gender norms in young men. A more recent full trial of the 
Stepping Stones and Creating Futures intervention did however show a 
reduction of men’s self-reported perpetration of intimate partner vio- 
lence, however a similar finding was not present for young women in the 
study (Gibbs et al., 2020). 

Shifting gender/sexual norms for young people is complicated; there is 
no magic bullet. Gittings and colleagues (see Chapter 10), in their research 
with young men at risk for HIV, suggest that interventions also should con- 
sider the dynamics of engagement (demographic and personal qualities of 
facilitators, participants, researchers, and programme workers) and contex- 
tual mediators (socio-economic, cultural and geographical) that work to 
influence gender norms. Social change is not linear, rather it is refracted 
through fluctuating life circumstances of participants, their sexual relation- 
ships and the communities in which they live in that ultimately shape HIV 
risk. Interventions that rely on gender transformative principles through 
employing critical thinking and learning activities in process-type engage- 
ments with participants are more likely to see shifts in social norms. These 
authors also raise an ethical issue: what does it mean to be working with 
young men for HIV prevention in settings where women and girls are more 
biologically and socially vulnerable to HIV infection, especially if such work 
is seen to compete for the same resources? Interventions with men therefore 
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also needs to be able to articulate how its methods and objectives are aligned 
with broader feminist principles of inquiry (see, Govender, 2012). 

Freedman and colleagues (see Chapter 8) assert that in certain settings, 
structural factors are more likely to drive inequities in health outcomes for 
young people. Members of young key populations face, what they term, 
‘compounded vulnerabilities’ since they share a number of specific barri- 
ers and challenges concerning their sexual and reproductive health that is 
linked to legal, social and political structures, which undermine their ability 
to access healthcare. Social, health and human rights struggles related to 
citizenship is thus reflected in HIV and SRH outcomes. The authors go on 
to argue that the paucity of research with young key populations and the 
neglect in using a more expansive social determinants of health framework 
(Solar and Irwin, 2010) makes it difficult to decipher and affect pathways 
linked to better sexual and reproductive health. 

Siloed approaches to HIV programming based on rigid categories of 
social identity and sexual or drug use practices, without the recognition 
that such practices are in constant flux among young people are addi- 
tional barriers to preventing HIV. It therefore seems that a predominantly 
HIV-dominated intervention response with little attention paid to young 
people’s holistic reproductive health, (including access to contraception, 
the problem of unintended pregnancy or unsafe abortion) obscures that 
systemic links between both. This is because SRH challenges bare inextri- 
cably linked with HIV prevention efforts (e.g. elimination of mother-to- 
child transmission of HIV or safer conception strategies). Moving forward 
requires, first and foremost, addressing the substantial evidence gap sur- 
rounding the diverse nature of young people’s lives, as well as addressing 
head-on the prevailing and seemingly intransigent levels of stigma, discrim- 
ination and exclusion that drives HIV risk and access to SRH services for 
these groups. It also entails moving beyond the locality of specific inter 
ventions and working more broadly to strengthen HIV and SRH-related 
rights of young key populations in law, programming and policy (see Levy 
et al.,’s 2019 review of successful programmes targeting gender inequality 
and restrictive gender norms). 

While biomedical interventions combined with social protection pro- 
grammes can reduce new HIV infections among young people, it is also 
important to support those already living with HIV to lead healthy lives, 
through viral suppression and engaging in safer sex and planned parent- 
hood. Young people living with HIV (YPLHIV) are nota homogenous group. 
Social vulnerabilities may stem from geographical location (rural, urban), 
orphanhood (maternal, paternal, dual), length of illness and mode of HIV 
acquisition (perinatal infection vs behaviourally infected). We are aware of 
chronic vulnerabilities suffered by children who were perinatally infected 
with HIV, however recent research also shows that horizontally HIV-infected 
children are also prone to having poor clinic experiences, lack of ART 
adherence and multiple psychological challenges (Sherr et al., 2018). The 
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recent findings of the HPTN 084 trial on the effectiveness of a long-acting 
antiretroviral (ARV) injection now significantly increases options for HIV 
positive women who struggle to take the daily tablet (WHO, 2020). Zungu 
and colleagues (Chapter 11) further assert that social support grants, travel 
vouchers to get to facilities and school lunch programmes are essential to 
improving adherence in low-resource settings. They also point out that the 
‘care’ element of these combination interventions needs more emphasis. 
Psychosocial support and care at home and clinics has been strongly asso- 
ciated with reduced unprotected sex, especially among AGYW living with 
HIV (Toska et al., 2017). An emergent concern is how to strengthen com- 
munity systems to support ART adherence, enabling beneficiaries' access to 
livelihood opportunities and health services (Busza et al., 2014). Develop- 
ing capabilities among people living with HIV to realise their aspirations 
(completing school, finding employment, managing parenthood) needs to 
be emphasised in future programming. 

The evidence, in sum, suggests that interventions, in combination, that 
tackle upstream drivers of HIV and SRH risk (gender inequalities, poverty, 
education, repressive social norms and policies, intersectional stigma) have 
the potential to interrupt multiple pathways of vulnerability, thereby enabling 
young people to remain HIV negative and also preventing continued transmis- 
sion of HIV among YPLHIV. As such, no single casual pathway can be drawn 
from a single social or structural driver to a set of practices or behaviours; 
rather, a range of potential outcomes may arise. Making inferences about cor- 
relations between drivers of HIV risk and HIV burden also involves identifying 
‘sociologically plausible’ pathways drawn from extant social sciences literature 
and epidemiological data (Auerbach, Parkhurst and Caceres, 2011). 

A key resource for developing relevant HIV prevention interventions is 
knowledge and experiences in situ, together with knowledge about how 
young people navigate and are made vulnerable by structural challenges 
in specific contexts. This approach will help explain why adolescent girls 
(15-19 years) acquire HIV much earlier in some countries in the region 
(e.g. South Africa and Kenya, see chapter 1). Cowden and colleagues (in 
Chapter 2), in elucidating pathways of HIV risk use a psychosocial and 
development approach to show that transitions from childhood to young 
adulthood is associated with potentially disruptive role transitions (espe- 
cially with the onset of puberty) and social and economic inequalities often 
amplify risk for HIV. These authors also emphasise how people can develop 
capabilities (resiliency) through drawing on a range of resources (both 
individual and social) to buffer these environmental insults (Ungar, 2004). 
The developmental processes associated with life course transitions are not 
necessarily linear (Sameroff, 2009) and devoid of context. These ideas reso- 
nates with the ‘slow research’ agenda that has been gaining ground recently 
(Adams et al., 2014), where in-depth understandings of context and locally 
constructed experiences of sexual risk and health can also be relevant to 
HIV prevention (see earlier work on AIDS-competent communities and 
health enabling environments (Campbell et al., 2009). 
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Based on the above, prevention interventions with young people needs to 
consider not only ‘what prevention interventions work’ but under ‘what cir 
cumstances’ and ‘who is the target population’ of interest. The importance 
of recognising the heterogeneity of a single population and the need for 
differentiated HIV prevention approaches is evidenced in the HIV preven- 
tion cascade perspective. The ‘prevention cascade’ is useful because it pro- 
vides a guide to the design and monitoring of HIV prevention programmes 
through a multi-pronged approach that includes demand-side interven- 
tions, supply-side interventions and adherence interventions (Hargreaves 
et al., 2016; 2020). Therefore, interventions that are well conceptualised, 
with intersectoral partnerships and finely attuned to local realities of young 
people are more likely to be effective in preventing HIV (see Chapter 13, 
where DeSoto and colleagues discuss their lessons learnt from a community- 
based HIV program to reduce school drop-out among adolescent girls). 

Conversely, questions also remain about the scalability and relevance of 
HIV interventions within the rapidly evolving and sector-wide approaches 
to health programming. The many health and development priorities fac- 
ing nations in the ESA region, in the light of dwindling resources, mean 
that opportunities for synergies outside the HIV sector is now urgent and 
necessary. In the following section, we put forward some considerations for 
future HIV prevention programming. 


Evolving the prevention response: synergies, co-investments 
and contextual enablers 


The Sustainable Development Goal (SDG) 3, healthy lives and well-being 
and pandemic preparedness, presents some opportunities and challenges 
for a more inclusive approach to HIV/AIDS programming, given that lim- 
ited global resources for HIV programming are being spent on HIV pre- 
vention (Resch, Ryckman and Hecht, 2015). The value of a synergetic type 
approach is that when opportunities exist to address one set of issues; this 
can lead to multiple development outcomes (Isbell et al., 2016). 

As indicated previously, there is now overwhelming evidence in ESA for 
an interlinked set of structural drivers leading jointly to poor HIV and SRH 
outcomes (e.g. unwanted pregnancies and poor access to contraception is 
linked with higher concentrations of HIV infection). 

There is also evidence for a range of structural HIV interventions to 
mitigate poverty, poor education and GBV that can achieve multiple down- 
stream impacts: keeping girls in school, improving future livelihoods and 
improving HIV and sexual health outcomes. 

At national levels, HIV programming in ESA has been historically prem- 
ised on government and development assistance for health (DAH) fund- 
ing being very rigid, vertical and disease-specific (Sundewall and Forsberg, 
2020), with non-HIV sectors and funders not willing to consider the spillover 
effects of their policies and programmes on HIV, or vice versa. Notwithstand- 
ing these institutional challenges, the shift towards holistic healthcare under 
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the banner of Universal Health Coverage (UHC) (Political Declaration of 
the High-level Meeting on Universal Health Coverage, 23 September 2019) 
has spurned the need for delivering a basic package of health services 
(across different sectors and different SDG targets) (also refer to: The global 
financing facility framework for women, children and adolescents: Roadmap 
for advancing gender equality, 2020). The global financing facility frame- 
work for women, children and adolescents: Roadmap for advancing gender 
equality, 2020). Investing across a broad set of HIV and SRH interventions to 
address the most common health needs of the population is being typically 
defined in a country's essential health-care package, with such a package 
becoming increasingly central to how resources, including DAH should be 
allocated (Sundewall and Forsberg 2020). 

Cost-effectiveness data has also shown that pooling of resources across 
sectors through a co-financing mechanism can jointly improve HIV and 
related health outcomes (Remme et al., 2014). Conceptual shifts towards 
integrated approaches (HIV and SRH) to health delivery have already 
occurred; for example the Southern Africa Development Community 
(SADC) implemented the Minimum Standards for the Integration of HIV 
and Sexual and Reproductive Health (Southern African Development 
Community, 2015); (also note the Eastern and Southern Africa (EAC) 
Ministerial Commitment to Comprehensive Sexuality Education, 2013). 

Even so, there are many challenges to implementing multi-sectoral 
health programming in low-resource settings which include: different pri- 
oritization processes, predominance of single-modality economic models, 
poor domestic resource mobilisation and institutional barriers to adopting 
co-financing models (limited financial autonomy of government and non- 
government budget holders, potential loss of budget control and threats 
to current institutional arrangements) (Remme and Mcguire, 2018). In 
addition, funding for health is scattered across government ministries 
and external donors, which complicates resource allocation for essential 
health benefits packages, with lost opportunities for HIV prevention also 
being incurred. More feasibility work is required to assess the practicalities 
of operationalizing the co-financing approach in governmental planning 
and budgeting. In addition, there is a need to support in-country technical 
capacity to improve local capability and ownership in recording and analyz- 
ing data, and to support health planning and budget allocation exercises 
as well as increasing reliance on domestic funding (Remme et al., 2014). 

Apart from operational challenges related to delivery of health packages 
(which include HIV and SRH services), there are ongoing dialogues with 
between government and stakeholders on the key elements of these health 
benefits packages. While HIV basic services are covered, key SRH services are 
sometimes not included because of political, religious, legal and moral con- 
cerns (e.g. safe abortion services, interventions for MSM communities, sex 
workers, people who inject drugs) (refer to Prioritising Essential Packages 
of Health in Six countries in Sub Saharan Africa report, 2019). The point 
is aptly made by Machawira and colleagues (see Chapter 12) that even with 
EAC Commitments to Comprehensive Sexuality Education, most country 
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policies and sociocultural environments are still not conducive to reaching 
the goals of empowerment-based sexuality education for young people. 

So how should we ensure sector-wide participation in prioritization 
processes for health service packages? Inclusivity and transparency are 
indeed challenges, and civil society needs to hold governments and 
other health providers more accountable. There are examples where 
advocacy by gender activists for inclusion of specific health services has 
worked (e.g. inclusion of cervical cancer services as part of an essential 
health package in Eswatini; National Cancer Prevention and Control 
Strategy, 2019). Activating multiple constituencies to obtain more accu- 
rate and timely in-country data on HIV, SRH and other health indica- 
tors to inform decision-making is important. The All In approach for 
optimizing HIV data on adolescents in ESA countries, through engaging 
players across the health and development sectors, is a multi-sectoral 
strategy which has shown some promise (see Armstrong and colleagues, 
Chapter 4). 

At a regional level, African intergovernmental bodies have elaborated a 
wide array of policy documents that address the health and well-being of 
young people, many of them connected to HIV and SRH programming. 
Even so, many of these frameworks are top down, with insufficient emphasis 
on building national ownership, coupled with faltering political will and 
lack of consultation and accountability to constituents (Gabelnick and col- 
leagues, see Chapter 3). Advocacy for regional HIV and SRH programming 
is not new, especially given the links between HIV and migration in a rap- 
idly growing youthful population in sub-Saharan Africa (Iliffe, 2006). There 
are some good examples of cross-border health initiatives that cater for 
health needs of mobile and remote populations (e.g. North Star Alliance 
Roadside Wellness Clinics along trucking routes in ESA; Govender et al., 
2019b), but enabling foreign migrants to access HIV and SRH services in 
‘receiver’ countries is a growing challenge (Gupta et al., 2012) with some 
arguing for the establishment of regional health passports as an option for 
improving regional health and security (Šehović, see Chapter 6). 

Countries’ efforts towards UHC are increasingly being formalised, we 
should however not lose important research, policy and programming 
opportunities to strengthen investments in programming for particularly 
marginalised groups (sex workers, MSM, LGBTI communities). While our 
experience on investing in reducing new HIV infections among AGYW 
through evidence based and multi-sectoral programming (e.g. PEPFAR- 
funded DREAMS programming; Global Fund programming to reduce 
human rights barriers to accessing HIV and SRH services, see Chapter 3) is 
informative, it raises some general issues for future programming. How can 
we collectively capitalise on these opportunities and use them as avenues to 
engage with young people themselves on the multiple issues affecting their 
lives? Why is embracing diversity among young people is key to effective 
HIV/and SRH research and programming? How would the prioritisation of 
young key populations increase prospects for more inclusive and ethically 
sound research, policy and programming? 
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Misalignments with international and regional human rights laws and com- 
mitments compromises young people’s fundamental health rights because 
of insufficient guidance on how to navigate the legal-ethical complexities 
associated with capacity to consent for research on HIV and access to SRH 
services (UNFPA, 2017). Behaviours deemed illegal (under-age consensual 
sex, Same-sex behaviour, sex work) could mean the systematic exclusion of 
vulnerable participants who are potential beneficiaries of such research and 
interventions. Given these imperfect legal frameworks that exist in many 
countries in ESA, Strode and Slack (see Chapter 5) assert that we should 
be more transparent on how we make decisions regarding the nature and 
extent of issues entailed in consenting and participation processes. Ado- 
lescents should also understand the personal implications of consent to 
research, the extent of privacy clauses and requirements of mandatory 
reporting. Adopting approaches to adolescent participation in HIV and 
SRH research needs to be thoughtful, well-grounded in relevant ethics prin- 
ciples (The United Nations General Assembly, 1989) and guided by their 
primary role to protect research participants rather than to adopt the role 
of law enforcement. In country, research ethics committees (RECs) are key 
institutions who play a role in determining whether adolescent protocols 
are ‘ethically acceptable’ and sometimes will have to make uncomfortable 
decisions to enable balanced, nuanced, well-justified ethical approaches. 

In sum, if we are to capitalise on emerging synergies in policy and program- 
ming for HIV and related health outcomes, we then need to address multi- 
ple contextual enablers. These include more granularlevel data on HIV and 
SRH drivers to improve programme efficiencies and better decision-making; 
strong political will with inclusiveness in decision-making; intergovernmen- 
tal mechanisms to facilitate programming and accountability; strong moni- 
toring and evaluation frameworks; cost effective analysis with local expertise 
for implementation. 

At a wide-ranging level, there is also a need to capacitate civil society to 
push for investments in social and human rights programming to reduce 
forms of stigma, shift harmful social norms and promote social inclusion of 
its sexually and gender diverse minorities. More support is required for pub- 
lic interest litigation, training and advocacy to advance sexual and human 
rights of young people and instigate reform of national laws that do not com- 
ply with international human rights law (Southern African Litigation Centre 
2017). It is encouraging to note the current and ongoing advocacy work for 
law and policy reform (UNFPA, 2017). The recent landmark decision by the 
high court of Botswana (on June 11, 2019) decriminalizing same-sex sexual 
contact (Collison, 2019) has been as a result of long-term public activism 
and support by human rights organizations. There could be many sexual and 
reproductive health gains for all if more societies on the continent could 
honor, celebrate and protect the innate diversity of human sexuality. The 
immediate likelihood of a broader and similarly inspired wave of change 
across the region looks uncertain, but Botswana has shown that it is possible. 
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The evidence for social and structural interventions in reducing new 
infections among young people has shown that progress is indeed possible 
(see also reviews by Harrison et al., 2015; Govender et al., 2018), however as 
we have outlined thus far, there are indeed many challenges in getting the 
difference sectors to work together, achieve health and development syner- 
gies, promote the full inclusion of its diverse citizenry, improve efficiencies 
in programming and benefit from joint outcomes. 

The SDG framework offers new hope to realise our ultimate goal in getting 
to zero new HIV infections through integrated HIV and SRH programming 
(under UHC) and opportunities to deliver multiple impacts at scale. While 
there is a need for integrated services, optimal paths will differ between set- 
tings, populations and services. In the strive for UHC, there is a genuine risk 
of wholesale relinquishment of the exceptionalism approach to HIV (Bekker 
et al., 2018) AIDS exceptionalism has brought an array of human, financial 
and technical skills to fighting the HIV epidemic. It has also ensured global 
commitment to producing systemic, incremental interventions and also to 
engaging diverse communities in far reaching ways. As global attention shifts 
towards achieving the SDG 3 goal of universal health coverage, there needs 
to be a rigorous appraisal of the risks and benefits of mainstreaming the HIV 
and SRH response into national health systems. Ending the HIV epidemic 
for young people requires more resources, global commitment to address- 
ing related health issues, and more emphasis on people-centred systems. 
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